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ABSTRACT 
Empirical Investigation of Efficacy in 
Home-Based Mental Health Care 
by 
Ann L. Athorp, Doctor of Philosophy 
Utah State University, 1997 
Major Professor: Dr. Sebastian Striefel 
Department: Psychology 
The current study consisted of two experiments to examine the impact of home-based 
therapy on mental illness in multiproblem families. Review of the literature focused on the 
interplay between poverty and mental illness in defining multiproblem families and the utilization 
of home-based therapy with this population and others. 
Experiment 1 focused on delineating the type and severity of psychological distress in 
families characterized as multiproblem. Subjects were 58 participants in the Community-Family 
Partnership, a Comprehensive Child Development Program located at Utah State University in 
Logan, Utah. In this sample, serious psychological distress was evident with depression in both 
women and men as a primary symptom. Female participants in Experiment 1 showed 
psychological distress across more subscales and higher standardized mean difference effect 
sizes on the global subscales of the Symptom Checklist-90-Revised than male participants. 
Significant distress was also evident on the Somatization and Obsessive-Compulsive subscales 
for female participants and on the Hostility subscale for male participants. In a corollary to 





Experiment 2 implemented a home-based therapy program based on Sherman's Action 
Counseling model and evaluated its effectiveness in terms of reduction of psychological distress. 
Six individuals drawn from the Experiment 1 sample participated in Experiment 2. At pretest, 
they were not demographically different from the Experiment 1 sample, and they exhibited severe 
psychological symptoms such that their score profiles on the Symptom Checklist 90-Revised met 
both definitions of caseness for that instrument. These subjects participated in nine weekly 
sessions of home-based therapy based on the Action Counseling model. Therapy was very 
successful for one subject, moderately successful for four subjects, and not successful for one 
subject using reduction of psychological distress as the measure of effectiveness. Additionally, 
Experiment 2 examined elements of the therapy that contributed to effectiveness. Mastery of 
and implementation of the 10 Action Counseling steps appeared to contribute to therapy 
success. 
Limitations were discussed with respect to internal and external validity in the current 
study. Recommendations for future work were provided. 
(224 pages) 
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In every society there exists a small group of families who are characterized by 
numerous severe difficulties in family functioning and problematic relationships with society 
(Spencer, 1970). These families, who have been characterized as multiproblem, often show a 
wide range of afflictions including mental illness, a multigenerational cycle of problems, 
economic dependence, frequent material and emotional crises, social isolation, limited 
problem-solving skills, poor verbal and communication skills, large family size, high mobility 
within and among communities, role reversal in the spousal relationship, and frequent extended 
contact with social service agencies combined with resistance to interference from these 
agencies (Janzen & Harris, 1986; Rabin, 1989; Rabin, Rosenbaum, & Sens, 1982; Spencer, 
1970). 
In particular, investigations of poverty have shown repeated linkages with mental illness; 
substance use/abuse; inadequate resources such as housing, education, and material goods; 
and negative effects on the health and well-being of children (Jenkins, Nixon, & Kagie, 1993; 
National Commission on Children, 1991 ; Turkington, 1992). In addition to these persistent 
difficulties, poverty has been associated with a greater incidence of acute events such as crime 
and violence, physical illness, and imprisonment (Belle, 1990). These problems may reflect 
underlying issues that mental health service providers have been trained to confront (Amundson, 
1989; AuCiaire & Schwartz, 1986). However, the conglomeration of these issues within families 
can be difficult to address through traditional mental health services. 
Practically, therapy with multiproblem families can be impeded by a number of factors. 
These families may not have the resources needed to pay fees for mental health services, to 
keep regularly scheduled appointments, to take time off from work, and to find transportation and 
child care services (National Commission on Children, 1991 ). Equally, these families may view 
office-based mental health care as stigmatizing and foreign to their cultural values (Schacht, 
Tafoya, & Mirabla, 1989). Lorion's (1973, 1974) reviews of traditional treatment approaches, 
therapist reactions, and client attitudes also suggest that clients of lower socioeconomic status 
are viewed negatively by many therapists and are not readily accepted for individual 
psychotherapy. They are often assigned to somatic (drug) treatments or to less experienced 
therapists (Lorion, 1973). In turn, these clients have high no-show and drop-out rates (Lorion, 
1974). 
Home-based services have been proposed as an alternative and more effective form of 
treatment for multiproblem families (Amundson, 1989; Aponte, Zarski, Bixenstine, & Cibik, 1991 ; 
AuCiaire & Schwartz, 1986; Bryce & Ryan, 1977; Caulley, 1980a, 1980b; Hinckley & Ellis, 1985; 
Levine, 1964a, 1964b; Mitchell, Magyary, Barnard, Sumner, & Booth, 1988; Pecora, Fraser, & 
Haapala, 1989; Rabin et al. , 1982; Schacht et al. , 1989; Tavantzis, Tavantzis, Brown, & 
Rohrbaugh, 1985). Home-based programs have typically included case management, parenting 
education, and behavior management components. Many of these programs have also 
incorporated mental health services including individual , marriage, and family therapy. Success 
of these home-based programs has primarily been measured by out-of-home placement 
prevention rates (i.e., typically a child has been identified as at risk of removal from the home 
due to abuse, neglect, or delinquent behavior). Reviews by Bryce (1988), Frankel (1988) , 
Hinckley and Ellis (1985) , Fraser, Pecora, and Haapala (1989), and Pecora, Fraser, Haapala, 
and Bartlome (1987) have found placement prevention rates of 67% to 97% across 30 
home-based treatment programs. 
Success rates such as these, however, do not clarify the contributions of various 
program components. For example, there is no distinction between a program that offers five 
hours of concrete services (transportation, child care, etc.) for every one hour of family therapy 
and a program that offers five hours of therapy for every hour of concrete services. In particular, 
if mental health needs can be postulated as a core difficulty for families with multiple problems, 
alternatives to office-based mental health treatment should be viewed as a vital program 
component. While anecdotal and observational testimonies have been offered in support of the 
2 
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importance of home-based mental health treatment (Amundson, 1989; Aponte et al. , 1991 ; Bryce 
& Ryan, 1977; deGraffenried, 1983; Haapala & Kinney, 1988; Levine, 1964a, 1964b; Pecora, 
Spaid, & Lewis, 1989; Rabin et al. , 1982; Schacht et al. , 1989; Slater & Harris, 1978; Tavantzis 
et al. , 1985), limited program effectiveness data are available (AuCiaire & Schwartz, 1986; 
Fraser & Haapala, 1987 -88; Mitchell et al. , 1988). Home-based mental health treatment must be 
investigated further. 
The purpose of the present work is to address three questions: 
1. Are significant mental health needs present in families characterized as 
multiproblem? 
2. Is home-based therapy effective in addressing mental health needs of these 
families? 
3. If home-based therapy is effective, what are the techniques and procedures that 
contribute to its efficacy? 
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CHAPTER II 
REVIEW OF THE LITERATURE 
Several related research areas are reviewed to help understand the need for new mental 
health treatment strategies with multiproblem low-income clients. The definition and origin of the 
term multiproblem family and the impact of poverty on these families is outlined. In addition, the 
literature surrounding poverty and mental health issues is explored. Finally, the history of 
home-based services and related research is examined to provide a foundation for the 
implementation of new strategies. 
Multiproblem Families 
The term multiproblem family has been used throughout the literature to describe 
families who have problems that cut across several dimensions of family life. These families are 
typically viewed as unable to handle their problems and unable to find adequate help in their 
communities (Kaplan, 1986; Selig, 1976; Spencer, 1970). Different authors have emphasized 
distinct segments of the above description as the salient defining characteristic. Spencer (1970) 
focused on the multiplicity of problems displayed by families, while Selig (1976) emphasized their 
contact with multiple social service agencies. Kaplan (1986) stated, "Its inability to cope with 
these problems distinguishes this family from others" (p. 1 ). The result of these disparate 
emphases is a wide-ranging description of multiproblem families, but no quantifiable definition of 
multiproblem families has been provided to date. 
Multiproblem families typically experience several of the following difficulties in 
functioning: unemployment, mental deficiency, single-parent family structure, indebtedness, 
school failure, dysfunctional intrafamily relationships, child abuse and neglect, substandard 
housing, chronic physical illness, low income, sexual dysfunction, alcohol/substance abuse, 
marital difficulties, incest/sexual abuse, legal problems, inadequate education and vocational 
training , lack of adequate material resources, large family size, high mobility within and among 
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communities, social isolation, spousal role reversal (matriarchy), recurrent crisis and instability, 
and delinquenUcriminal behavior (Carlson, 1992; Colon, 1980; Janzen & Harris, 1986; Kaplan, 
1986; Kaplan & Girard, 1994; Rabin, 1989; Rabin eta/. , 1982; Spencer, 1970; Wood & Geismar, 
1989). The problems displayed by multiproblem families have often been evident or emerging 
across several generations (Carlson , 1992; Kaplan, 1986; Rabin , 1989; Rabin eta/. , 1982). The 
multiplicity of problems over long periods of time makes tracing cause and effect difficult at best. 
Inasmuch as many of the problems of multiproblem families interact and trigger more difficulties, 
sorting out a central causal factor or characteristic and defining a central pathway to 
multiproblem status may never be realized. 
Poverty 
Rabin eta/. (1982) asserted that poverty is the primary factor in the inability of these 
families to cope with their difficulties. Poverty has been characterized as one of the most severe 
problems a family can encounter (Zimmerman & Chi/man, 1988) with effects that are '1enacious 
and pervasive" (Jenkins et al. , 1993, p. i). The definition of poverty highlights these appraisals: 
"lack of sufficient income to meet basic survival needs" (Zimmerman & Chilman, 1988, p. 1 07) 
The Federal Poverty Income Guidelines (Table 1) specify exact dollar amounts based on family 
Table 1 
Federal Poverty Income Guidelines !Department of Health and Human Services 19941 






Add $2,480 for each additional family member over 6. 
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size to be used as criteria in defining poverty. These guidelines, known as the Orshansky index, 
were first calculated in 1964 and reflected family budgeting based on food costs (Thomas, 1994). 
Adjustments are made each year to the guidelines to accommodate changes in the consumer 
price index. Different guidelines are given for Alaska and Hawaii and reflect the higher costs of 
living in those states. 
The most recent U.S. Census data currently available provide inccme data for the 
calendar year 1992. In 1992, the median inccme for all families in the United States was 
$36,81 2 (U.S. Bureau of the Census, 1993a), including 7,960,000 families whose incomes were 
below the poverty level (U.S. Bureau of the Census, 1993b). These almost eight million families 
totaled 11.7% of American families (U.S. Bureau of the Census, 1993b). On average, $5,751 
was needed to raise the inccme of each low-inccme family to a standard above the poverty level 
(U.S. Bureau of the Census, 1993b). For Cache and Box Elder Counties in Utah (the areas 
involved in this study), inccme data are available as of April20, 1994 (State of Utah, 1994). The 
med1an inccme for all families in Cache County was $37,100 as compared to $42,200 for Box 
Elder County. 
In discussing literature and research focused on poverty, several related terms are often 
used, sometimes interchangeably. These terms include poverty, low-inccme, socioeccnomic 
status (SES), social class, and social status. Socioeccnomic status, social class, and social 
status are typically derived from family inccme, educational level of the head-of-household, and 
occupational type of the head-of-household (Dare, 1993). Various classification systems are 
utilized for assignment to particular status or class levels; these include criteria outlined by 
Hollingshead and Redlich (1958) and Nam and Powers (1965). The term low-income is used 
preferentially throughout this text and is ccnsidered to be synonymous with poverty. However, in 
reporting the work of other authors, their preferred term is used for clarity. 
Mcloyd (1990) described the effects of poverty on families and individuals using an 











Figure 1. Mcloyd's (1990) model of how poverty affects families. 
with psychological variables such as parental appraisal of the situation, disnuption of marital 
bonds, temperament of the child, and perceived social support. Psychological distress was 
viewed as a vital mediator among these variables. Mcloyd (1990) described psychological 
distress as a "normative and situational response to economic hardship" (p. 313) with a profound 
impact on the ability of the family to function. In agreement, Freedman (1993) stated, "Before 
hearing the testimony of women bearing witness in this book ... I had assumed that poverty was 
linked to economic and social factors, not to psychological wounds" (p. 134). Additional 
research on poverty and mental illness adds to this appraisal. 
Poverty and Mental Illness 
The relationship between poverty and mental illness has been studied in research dating 
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back to 1855 when Edward Jarvis stated, "Pauperism has extensive and intimate connection with 
lunacy" (Jarvis, 1855/1971 ). Since that time, researchers have attempted to define the 
prevalence of various mental disorders within low-income groups and to describe gender, ethnic, 
and age differences related to poverty and mental illness (Belle, 1990; Mcleod & Shanahan, 
1993; Robins & Regier, 1991 ). Research has also focused on delineating arguments for social 
causation versus social selection as explanatory factors (Dohrenwend et al. , 1992; Kessler, 
1979; Kessler & Cleary, 1980). Despite mixed results in these arenas, a consistent finding has 
been the report of higher rates of mental illness and psychological distress in low-income 
populations as compared to other socioeconomic groups (Bruce, Takeuchi, & Leaf, 1991 ; 
Derogatis, Yevzeroff, & Wittelsberger, 1975; Dore, 1993; Holzer et al. , 1986; Kessler, 1979, 
1982; Kessler & Cleary, 1980; Mcloyd, 1990; Turkington, 1992). 
Neugebauer, Dohrenwend, and Dohrenwend (1980) reviewed 27 epidemiological studies 
of psychopathology published in the United States, Canada, and Europe between 1950 and 
1975. These authors found at least two and a half times greater prevalence of psychopathology 
in adults of the lowest social class as compared to the highest social class. In the Neugebauer 
et al. ( 1980) study. psychopathology was grouped into the diagnostic categories of neuroses, 
psychoses, and personality disorders with the social class differences evident only for psychoses 
and personality disorders. Holzer et al. (1986) utilized 6-month adult prevalence results from the 
Epidemiologic Catchment Area Project to describe relationships between SES and diagnostic 
categories in terms of relative risk (i.e., relative risk of 1.5 means that the lowest SES group is 
1.5 times more likely to show positive identification of the diagnostic category than the highest 
SES group). Holzer et al. (1986) found an inverse relationship between SES and major 
depression (relative risk equal to 1. 79), between SES and alcohol abuse/dependence (risk equal 
to 1.91 ), between SES and cognitive impairment (risk equal to 21 .15), and between SES and 
schizophrenia (risk equal to 7.85). Children in low-income families showed higher levels of 
conduct disorder, behavior problems, and depression; they showed lower self-confidence and 
social adaptation as compared to children in moderate, to high-income families (Mcleod & 
Shanahan, 1993; Tarnowski & Rohrbeck, 1993). 
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Additionally, for low-income people with no mental health problems, there is an 
increased risk of the development of mental illness over time. Bruce et a/. (1991) found 
increased risk for the development of any Axis I disorder, alcohol abuse/dependence, bipolar 
disorder/mania, drug abuse/dependence, major depression, obsessive-compulsive disorder, 
phobia, and schizophrenia. Of particular concern to some researchers is women's mental health; 
the incidence of affective and anxiety disorders is typically higher in women than in men, and 
women are represented in disproportionate numbers in low-income groups (Belle, 1990; Dare, 
1993; Morrissey, 1995; Russo, 1990; Thomas, 1994). 
Given a higher incidence of mental health problems in low-income families, and the 
potential interaction of these mental health issues with other family difficulties, mental health 
treatment emerges as an important component of services to these families. Recent changes in 
the Head Start program validated the importance of enhancing the mental health of parents to 
strengthen /ow-income families (Murray, 1995). Murray suggested, however, that traditional 
mental health care is often not particularly appropriate for low-income families as explained 
below (Baum & Fetzer, 1964; Beck, 1969; Cade, 1975; Jones, 1974; Karon & VandenBos, 1977; 
Levine, 1964b; Lorion, 1973, 1974; Schacht eta/. , 1989; Storrow, 1962) 
Impediments to Traditional Mental Health Care 
Characteristics of the mental health service system in the United States have impacted 
the provision of services to low-income families. Additionally, research regarding traditional 
psychotherapy with /ow-income individuals and families has shown difficulties in several areas as 
discussed below. National health and mental health care practice, practical issues, client 
characteristics, and therapist reactions to working with low-income individuals are considered. 
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Mental Health Care in the United States 
Public sector resources for mental health care are not adequate to meet the needs of 
consumers (Tarnowski & Rohrbeck, 1993) and the resources that are available are often of 
poorer quality when compared to private resources (Mays & Albee, 1992). As a result , 56-59% 
of individuals who meet the criteria for diagnosis of a mental illness receive care from general 
medical service providers, and only 8-12% receive specialized mental health care; the remaining 
31-34% of individuals who meet the criteria for diagnosis of a mental illness are untreated 
(Hough eta/. , 1987, p. 709). For children , mental health care is particularly lacking. Of children 
who need mental health services, only 20-30% receive appropriate treatment (Dougherty, 1988). 
When income is considered, low-income individuals are more likely to seek mental health 
services from a general medical provider than from a mental health specialist as compared to 
higher-income individuals (Wells, Manning, Duan, Newhouse, & Ware, 1986). For low-income 
individuals, the genera/lack of availability of and limited access to mental health care is 
compounded by practical problems, characteristics of the clients themselves, and therapist 
react ions to low-income clients as discussed below. 
Practical Issues 
"Reality problems are greater'' (Karon & VandenBos, 1977, p. 169) for /ow-income 
families. Attending therapy sessions typically requires expenditure of time and money above and 
beyond the cost to pay the therapist (Mays & Albee, 1992). Other expenses may include having 
to take time off from work, arranging transportation to the therapy site, and paying for additional 
child care services (Adnopoz, Grigsby, & Nagler, 1991 ; Belle, 1984; Sayger & Heid, 1990; 
Wasik, Bryant, & Lyons, 1990). Child care may be particularly problematic for low-income 
families in that it is typically expensive and high-quality services are difficult to locate (Belle, 
1984; Children's Defense Fund, 1991 ). Monetary and time expenditures such as these add 
significant stress to what is often an already overloaded system. As a result , the benefits of 
mental health treatment for low-income individuals are negated by the added strain. 
Client Characteristics 
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Low-income individuals are often viewed as having a number of personality and 
intellectual characteristics that make them poor candidates for psychotherapy. Members of 
low-income families are thought to have poor problem-solving skills, limited intelligence, poor 
verbal communication skills and fluency, limited success orientation, and less ability to be 
introspective (Acosta, Yamamoto, Evans, & Wilcox, 1982; Cade, 1975; Jones, 1974; Karon & 
VandenBos, 1977; Sayger & Heid, 1990; Sinha, 1990; Wagenfeld & Wagenfeld, 1981 ). They 
have difficulty with the time commitment of the therapy process because low-income individuals 
are overwhelmed by the immediate crises of daily living (Wagenfeld & Wagenfeld, 1981 ). They 
are viewed as alternately more compliant as a result of their perceived lack of power over 
authority figures or less compliant because of resistance to authority figures (Karon & 
VandenBos, 1977). Additionally, research has supported the belief (held by clients and 
therapists) that low-income individuals often do not seek psychotherapy because they have less 
knowledge and understanding about this approach and because they believe their problems 
have a physical cause (Storrow, 1962). Equally, these families may view office-based mental 
health care as stigmatizing and foreign to their social and cultural values (Adnopoz et al. , 1991 ; 
Levine, 1964b; Mays & Albee, 1992; Sayger & Heid, 1990; Schacht et al. , 1989). Finally, 
low-income individuals often display a "'learned helplessness' attitude" (Sayger & Heid, 1990, 
p. 164) regarding their ability to overcome the difficulties in their lives. 
Therapist Reactions 
Research regarding therapists' views of low-income clients shows negative evaluations 
before and during treatment. Low-income clients are less likely to be accepted for individual 
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psychotherapy at all (Acosta eta/. , 1982; Jones, 1974; Karon & VandenBos, 1977; Lorion, 1973, 
197 4; Storrow, 1962). Rather, they are more likely to receive organic/somatic/drug treatments 
(Lorion, 1973, 1974; Storrow, 1962) or treatment that is "simple custodial care" (Storrow, 1962, 
p. 91). 
When low-income clients do receive traditional psychotherapy services, those services 
are often different from services for higher-income clients. Low-income clients are often 
assigned to less-experienced therapists (Beck, 1969; Karon & VandenBos, 1977; Larsen, 
Nguyen, Green, & Attkisson , 1983; Lorion, 1973, 197 4; Storrow, 1962). They typically receive 
services for a shorter treatment period, have less frequent contact with the therapist, and spend 
less time at each visit (Beck, 1969; Storrow, 1962). Finally, low-income clients are likely to 
receive more severe diagnoses than higher-income clients with similar symptoms and test results 
(Jones, 1974). 
One contributor to, and result of, these negative evaluations by therapists is high 
no-show and drop-out rates among low-income clients in traditional psychotherapy environments 
(Altman, 1993; Baum & Felzer, 1964; Jones, 1974; Jones & Matsumoto, 1982; Karon & 
VandenBos, 1977; Lorion, 1974). In one study, 57% of low-income clients did not retum for 
continued services after the first interview (Overall & Aronson, 1963). Larsen eta/. (1983) found 
that 54.9% of low-income clients discontinued treatment prematurely as compared to 29.8% of 
middle- and high-income clients. This difference was statistically significant using J (1) = 5.32, 
Q < .05 (p. 312). Given that traditional psychotherapy depends on development of a therapeutic 
relationship to effect change, one interview is not typically viewed as sufficient for therapeutic 
gain. As a result, evaluations of traditional psychotherapy with low-income clients have shown 
skepticism regarding success. 
Jones and Matsumoto (1982) urged caution in the interpretation of the literature 
reviewed here regarding psychotherapy with low-income clients. These authors contended that 
many of the studies published in the 1950s and 1960s spoke strongly against psychotherapy 
with low-income clients. However, they cited later studies from the 1960s and 1970s that 
suggested changing attitudes from both clients and therapists. Jones and Matsumoto (1982) 
urged continued efforts at education to encourage these attitude changes. 
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Despite possible changes in attitude among therapists and low-income clients, the 
practical difficulties associated with traditional psychotherapy have not changed. Additionally, a 
trend toward positive attitude changes does not suggest that other difficulties of low-income 
clients have been fully resolved. Further innovations and alterations in intervention and research 
will continue to clarify the numerous variables influencing the provision of mental health services 
to low-income individuals. Home-based treatment has been proposed as an alternative form of 
mental health care that addresses the impediments to traditional therapy that exist in low-income 
populations. 
Review of Home-Based Services 
Formal home-based services for families have been operating in the United States since 
the late 1800s with the earliest home visitors being nurses, social workers, and teachers (Wasik 
et al., 1990). A strong belief in the importance of environmental conditions made poverty a 
primary focus of these interventions. Current home-based programs have expanded and 
evolved to include a great deal of diversity in the client populations served, the purposes and 
goals of the service providers, the services offered, and the relationship of the home-visiting 
component to other aspects of the services provided (Gomby, Larson, Lewit, & Behrman, 1993; 
Wasik et al. , 1990). This diversity has provided a wide range of experimental conditions from 
which it is possible to approach numerous research questions. Developers of these programs 
strongly encourage continued research to answer questions related to efficacy, necessary and 
sufficient program components, timing of services, and numerous other variables (Gomby et al. , 
1993; Pecora, Spaid et al., 1989; Wasik et al. , 1990). 
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Support for home-based mental health care arises primarily in two areas of social 
science literature: descriptions of family preservation programs (Amundson, 1989; Aponte et al. , 
1991 ; Bryce & Ryan, 1977; deGraffenried, 1983; Levine, 1964a, 1964b; Slater & Harris, 1978; 
Tavantzis et al., 1985), and anecdotal observations of mental health practitioners who advocated 
home-based mental health care (Friedman, 1962, 1965; Friedman, Rolfe, & Perry, 1960; 
Hansen, 1968; Perry, 1963; Rabin et al., 1982; Rolfe, 1961 ; Schacht et al. , 1989; Shanahan, 
Falloon, Laporta, & Krekorian, 1990; Speck, 1964; Vass, Jacobs, & Slavek, 1984; Woods, 1988). 
Examination of family preservation and psychiatric home visiting descriptions by the year 
of publication reveals significant changes over time in the identified client, the typical service 
provider, and the purpose of the home-based services (Tables 2 and 3). Ten studies from 1960 
to 1967 focused on home-based intervention with an identified mentally ill individual (Behrens, 
1967; Fisch, 1964; Friedman, 1962, 1965; Friedman et al. , 1960; Morgan, 1963; Nielsen, 1963; 
Perry, 1963; Rolfe, 1961; Speck, 1964 ); only three similar studies were found from 1976 to the 
present (Matta & Mulhare, 1976; Shanahan et al, 1990; Soreff, 1983). In contrast, five studies 
from 1964 to 1978 (Bryce & Ryan, 1977; Hansen, 1968; Levine, 1964a, 1964b; Slater & Harris, 
1978) and eight studies from 1982 to 1991 (Amundson, 1989; Aponte et al. , 1991 ; deGraffenried, 
1983; Rabin et al., 1982; Schacht et al. , 1989; Tavantzis et al. , 1985; Vass et al. , 1984; Woods, 
1988) focused on multiproblem families. 
Nonempirical Support for Home-Based Mental Health Care 
Multiproblem Families 
Home-based services for multiproblem families began as programs to prevent 
out-of-home placement of children in at-risk family situations. These services typically included 
case management, parenting education, and behavior modification components. In studies that 
described family preservation services, authors repeatedly stated that home-based mental health 
treatment was a natural and necessary component. Authors of these studies typically illustrated 
Table 2 
Summa01 of Studies Referring to Home-Based Theragy Focused on Mentally Ill Individuals by 
Year of Publication 
Purpose of 
Author Year A~enc~ Service eroviders visit 
Friedman, Rolfe, & Perry 1960 Psychiatric Home Psychiatrists, Diagnostic 
Rolfe 1961 Treatment Service, psychiatric social interview 
Perry 1963 Boston workers, psychiatric 
nurses 
Friedman 1962 Family Psychiatrist Psychotherapy 
Speck 1964 Schizophrenia 
Friedman 1965 Treatment in the 
Home Project, 
Philadelphia 
Morgan 1963 U.S. Army, Psychiatric social Diagnostic 
Inpatient Hospital worker interview 
Nielsen 1963 Sams0-Project, Psychiatrists Diagnostic 
Denmark interview 
Fisch 1964 Private practice Psychiatrist Diagnostic 
interview 
Behrens 1967 St. Elizabeth's Psychiatrist Diagnostic 
Hospital, interview 
Washington , DC 
Matta & Mulhare 1976 Western Psychiatrist, medical Psychotherapy 
Psychiatric Institute anthropologist 
and Clinic, 
Pittsburgh 
Soreff 1983 Home Psychiatric Psychiatrists, Psychotherapy 
Treatment psychiatric assistant, 
Program, Portland, psychiatric nurse 
ME 
Shanahan, Falloon, 1990 The Buckingham Psychiatric nurses Diagnostic 
Laporta, & Krekorian Project, England interview, 
psychotherapy 
mental health services through case examples (Aponte et al. , 1991 ; Bryce & Ryan, 1977; 
deGraffenried, 1983; Levine, 1964a, 1964b; Slater & Harris, 1978). Aponte et al. provided this 
description of services: 
Therapy focused on strengthening [the mother's] role in the family. Following an 
explosive argument between the mother and son because of the boy's refusal to do 
household chores, [the family's] primary therapist arranged for two paraprofessionals 
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Table 3 
Summary of Studies Referring to Home-Based Therapy Focused on Multiproblem Families by 
Year of Publication 
Service Purpose of 
Author Year A~en9: ~roviders visit 
Levine 1964a, Mental Hygiene Clinic, Social worker Psychotherapy 
1964b Henry Street 
Settlement, New York 
Hansen 1968 Mental Research Social worker Psychotherapy 
Institute, Palo Alto, 
CA 
Bryce & Ryan 1977 Families' In-Home Case Psychotherapy 
Treatment of Iowa managers 
Slater & Harris 1978 Homebuilders Project, Therapists Psychotherapy 
Tacoma, WA 
Rabin, Rosenbaum, & 1982 Ramat-Gan Social worker Psychotherapy 
Sens Municipality, Israel 
deGraffenried 1983 In-Home Counseling Social worker Psychotherapy 
Program, Maine 
Vess, Jacobs, g. S!av13k 1964 Priva~e practice Cour.se!ors Psy~hotherapy 
Tavantzis, Tavantzis, 1985 Families Work, Social worker Psychotherapy 
Brown, & Rohrt>augh New York 
Woods 1988 Private practice Social worker Psychotherapy 




Schacht, Tafoya, & 1989 Rural American Mental health Psychotherapy 
Mirabla Indians, technicians 
New Mexico 
Aponte, Zarski, 1991 Family Therapy Therapists Psychotherapy 
Bixenstine, & Cibik Training Program, 
Philadelphia 
from the agency to coach the mother and the children in their interactions. In one intervention, 
one of the coaches, herself the mother of a teenage son, instructed [the mother] in her 
supervision of her son's room cleaning. When the boy defeated his mothers efforts, the coach 
offered her alternative ways of remaining in charge. The other coach supported the boy as he 
struggled with his reactions to his mother. This coach also helped keep the boy's sister out of 
the mother -son scrimmages. With help from the coaches, these tussles did not escalate out of 
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control. The mother and son began negotiating their relationship. (p. 407; Reprinted, with 
permission, from the American Journal of Orthopsychiatry. Copyright [1991] by the American 
Orthopsychiatric Association , Inc.) 
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Only Tavantzis et a/. (1985) described the theoretical foundations of the mental health treatment 
offered (an ecosystemic framework utilizing structural family therapy techniques) . The remaining 
authors in this group seemed to suggest that the term therapy has a standard meaning and 
technique that requires no explanation. 
Mentally ///Individuals 
For home-based services by traditional mental health practitioners (primarily 
psychiatrists), authors often cited house calls made by medical doctors as the historical 
precedent to psychiatric house calls (Friedman, 1962; Matta & Mulhare, 1976; Perry, 1963; 
Soreff, 1983). As such, psychiatric home visiting served a similar purpose in providing 
emergency service to an individual who was unable to come to the doctor's office. Home visiting 
of this nature has also been strongly advocated as a successful tool in preventing psychiatric 
hospitalization (Friedman, 1962; Matta & Mulhare, 1976; Soreff, 1983). In published accounts of 
these services, which are similar to the family preservation literature in their anecdotal quality, 
unanticipated advantages were cited repeatedly as discussed below. As a result , stronger 
advocacy for these services emerged within the psychiatric professions. 
Advantages of Home-Based Therapy 
When describing home-based therapy, whether in the literature on family preservation or 
on home visiting within traditional mental health services, authors cited numerous advantages to 
home-based therapy for the therapist and for the client (Table 4). A cardinal advantage was the 
experience of being able to gather more information about the client and/or the problem situation 
through a home visit or home-based therapy (Behrens, 1967; Bryce & Ryan, 1977; 
deGraffenried, 1983; Fisch, 1964; Friedman, 1962, 1965; Hansen, 1968; Matta & Mulhare, 1976; 
Morgan, 1963; Nielsen, 1963; Schacht eta/. , 1989; Slater & Harris, 1978; Soreff, 1983; 
Table 4 
Advantages of Home-Based Mental Health Care 
More Information Available 
Behrens ( 1967) 
deGraffenried (1983) 
Friedman (1962, 1965) 
Morgan (1963) 




Friedman, Rolfe, & Perry (1960) 
Schacht, Tafoya, & Mirabla (1989) 
Speck (1964) 
Vass, Jacobs, & Slavek (1984) 
Woods (1988) 





Shows Therapist Concem and Support 
Aponte, Zarski, Bixenstine, & Cibik (1991) 
Behrens (1967) 
Fisch (1964) 
Friedman, Rolfe, & Perry (1960) 
Levine (1964a, 1964b) 
Schacht, Tafoya, & Mirabla (1989) 
Soreff (1983) 
Woods (1988) 
Bryce & Ryan (1977) 
Fisch (1964) 
Matta & Mulhare (1976) 
Nielsen (1963) 
Slater & Harris ( 1978) 
Vass, Jacobs, & Slavek (1984) 
All Family Members Present 
Fisch (1964) 
Friedman (1962, 1965) 
Levine (1964a, 1964b) 





Security of Client 
deGraffenried (1983) 
Fisch (1964) 
Friedman, Rolfe, & Perry (1960) 
Friedman (1965) 
Schacht, Tafoya, & Mirabla (1989) 
Accommodates Client Needs 
Aponte, Zarski , Bixenstine, & Cibik (1991) 
deGraffenried (1983) 
Friedman (1965) 
Levine (1964a, 1964b) 
Nielsen (1963) 
Schacht, Tafoya, & Mirabla (1989) 
Soreff ( 1983) 
Woods (1988) 
Immediate Feedback 
Bryce & Ryan (1977) 
Friedman (1962) 
Levine (1964a, 1964b) 
Slater & Harris (1978) 
Soreff ( 1983) 




Vass et al. , 1984). This perception of the increased availability of information was premised on 
observing and interacting with family members in their natural environment (Friedman et al. , 
1960; Schacht et al. , 1989; Speck, 1964; Vass et al. , 1984; Woods, 1988). Fisch (1964) 
particularly emphasized the ability to gather information about the use of physical space and time 
in the natural environment as opposed to the sterile and controlled environment of the office. As 
a result of the opportunity to utilize the natural environment, the experience of a "heightened 
reality context" (Fisch, 1964; Friedman, 1962; Speck, 1964; Woods, 1988) was often reported. 
Equally, therapists cited their ability within this context to make immediate interventions and to 
receive immediate feedback regarding the practicality of implementation of that intervention 
(Bryce & Ryan, 1977; Friedman, 1962; Hansen, 1968; Levine, 1964a, 1964b; Slater & Harris, 
1978; Soreff, 1983; Vass et al. , 1984; Woods, 1988). 
Information was also viewed as more accessible due to greater availability of all family 
members (Fisch, 1964; Friedman, 1962, 1965; Levine, 1964a, 1964b; Matta & Mulhare, 1976; 
Rolfe, 1961 ; Soreff, 1983; Speck, 1964; Woods, 1988). These authors suggested that family 
members are more likely to participate in home-based work because their psychological and 
physical barriers to therapy are lessened or removed. Psychologically, family members may 
avoid therapy because they are intimidated and/or stigmatized by the therapy process 
(deGraffenried, 1983; Friedman, 1965; Schacht et al. , 1989). Moreover, home-based therapy is 
much less frightening. For some individuals, the nature of their psychological difficulties makes 
office-based therapy impossible. For example, the tiredness and lack of motivation associated 
with depression can be circumvented through home visiting (Aponte et al., 1991 ; deGraffenried, 
1983; Friedman, 1965; Nielsen, 1963; Schacht et al. , 1989). In coming to the home, the 
therapist is also perceived as concerned and supportive thereby enhancing rapport, trust, and 
mutual respect (Aponte et al. , 1991 ; Behrens, 1967; Fisch, 1964; Friedman et al. , 1960; Hansen, 
1968; Levine, 1964a, 1964b; Schacht et al. , 1989; Soreff, 1983; Woods, 1988). Equally, family 
members are able to feel more safety in their own environment where the therapist is the 
outsider (deGraffenried, 1983; Fisch, 1964; Friedman eta/ , 1960; Schacht eta/ , 1989). 
Physically, home-based therapy allows psychologically and physically home-bound family 
members and very young or very old members to participate more easily (Friedman, 1965; 
Levine, 1964a, 1964b; Schacht eta/ , 1989; Soreff, 1983; Woods, 1988). 
Empirical Investigations of Home-Based Mental Health Care 
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A very limited number of studies provide empirical examination of the efficacy of 
home-based mental health treatment Out-of-home placement prevention rates appear 
throughout the literature and provide a benchmark for further examination of successful 
programs (Bryce, 1988; Frankel , 1988; Fraser eta/ , 1989; Hinckley & Ellis, 1985; Pecora eta/ , 
1987; Pecora, Fraser eta/ , 1989). AuCiaire and Schwartz (1986), Fraser and Haapala 
(1987-88), Mitchell et al. (1988) , and Lewis (1991a, 1991b) stepped beyond these basic success 
rates to examine the content of services provided in a range of family-based programs. These 
empirical investigations provide a strong framework for additional examination of home-based 
mental health care. 
Initial evaluations of family preservation services typically focused on 
placement-prevention rates with a summary discussion of the specific content of service 
activities. For family preservation services, placement-prevention rates are a simple measure of 
success. Program personnel seek to keep families together; that is, they seek to prevent 
permanent out-of-home placement of the at-risk child(ren). Reviews by Hinckley and Ellis 
(1985), Pecora eta/ (1987), Bryce (1988), Frankel (1988), and Fraser et al. (1989) have found 
placement-prevention rates of 67%-97% across 30 home-based service programs. 
AuCiaire and Schwartz (1986) examined mental health treatment content from a different 
perspective. Home visitors were asked to indicate the frequency of specific treatment techniques 
in their work with families. Thirty-six techniques were drawn from cognitive, behavioral , 
structural , client-centered, and problem-solving psychotherapy (Table 5). Home visitors 
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responded to a Likert-type scale: 1 = never; 2 = infrequently; 3 =about half the time; 4 = l!l!.[Y 
frequently; and 5 = always. Twenty-six of the 36 possible techniques were endorsed as 
occurring more than half the time during the study period. AuCiaire and Schwartz also reported 
various effectiveness measures for the program that illustrated decreased out-of-home 
placement activity for home-based clients versus the comparison clients. 
However, no data were provided in this report to delineate various treatment techniques 
versus placement activity. Exploration of this relationship may help to portray the effectiveness 
of the mental health component of a home-based program. AuCiaire and Schwartz (1986) also 
suggested that the intensity of the service and the activity level of the family showed differential 
efficacy results. Mental health services may mediate these two factors. Overall, these authors 
provided a strong foundation for further work with their method of rating the techniques used. 
Fraser and Haapala (1987 -88) also stressed the importance of determining the content 
of home-based mental health treatment. These authors focused on critical incidents cited by 
therapists and clients. Critical incidents were defined as "behaviorally discrete incidents that 
positively or negatively influenced the helpfulness of the . treatment session" (p. 9). These 
incidents were rated on a Likert-type scale of helpfulness (extremely helpful to extremely 
unhelpful) by clients and therapists. The incidents were also sorted into eight dimensions of 
treatment (Table 6) that described the "latent content of activities occurring during in-home, 
family-focused treatment sessions" (p. 10). 
Fraser and Haapala (1987 -88) stated that therapists and clients reported and rated 
critical incidents in a reliable and roughly equivalent manner. However, it was also found that 
therapist and client helpfulness ratings were not predictive of treatment success. Examination of 
treatment outcome across the eight treatment dimensions produced two significant differences. 
Treatment success was related to reports of more frequent interruptions during the therapy 
sessions and reports of more frequent provision of concrete services by the therapist. These 
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Table 5 
Techniques Used in AuCiaire and Schwartz (1986) Survey of Home-Based Treatment 
1. Prepare a written contract which outlines methods to achieve measurable goals 
2. Provide didactic training to the parents in child management techniques 
3. Create a system of rewards to encourage specific behavior changes 
4. ·Assist family members in devising specific consequences for negative behavior. 
5. Instruct family members in concrete methods to change behavior by demonstrating desired behavior. 
Participate with family members in the rehearsal of behavior in order to practice skills. 
7. •Encourage and suggest possible actions to family members 
8. Connect the family with other helping resources m the community. 
9. Work with family members to develop a mutually trusting relationship between you and them. 
10. •Guide family and individual growth based on existing family strengths. 
11. Teach family members methods that will help them solve problems more effectively 
12. Identify and point out Individual and family strengths. 
13. ·construct concrete, measurable goals for family members. 
14. •oevetop an assessment of the family's problem based on observation and interaction with the family system. 
15 •Give assignments to family members to reinforce techniques they are learning in therapy. 
16. •Encourage the establishment of the parents as authority figures in the family system. 
17. Engage in therapeutic work specifically with the marital dyad. 
18. ·se aware of your own feelings during a session and express them to the ctient{s) 
19 •Let the client know he or she is valued as a person. 
20. •Feel and express empathy for members of the family system. 
21 . •structure the therapeutic session to get the family members to interact with one another in order to illustrate their 
dysfunctional patterns 
22. •t.ttempt to change the structure within thE- fa milt systE:m. 
23. •Attempt to delineate boundaries within the family. 
24. •Explicitly suggest to the family members alternatives for behavior or for soMng problems. 
25. ·rake a nonjudgmental stance to clienrs feelings, behavior, or expressions of opinion. 
26. ·Express interest and provide feedback to family members which indicates that the family members' messages are 
understood. 
27. •Reinforce (positively or negatively) a clienrs behavior, thoughts, or feelings. 
28. •Provide family members with an interpretation of behavior or events that will gwe the family members an alternative 
way of viewing themselves and their interactions. 
29. •Make statements that are aimed at increasing family members' awareness of the nature of their behavior and their 
interactions with others 
30. •Encourage family members to express themselves more or to discuss certain issues in depth 
31 . •Encourage family members to express their emotions in relation to certain issues. 
32 *Elicit information from the family members to clarify the situation of the family and its members. 
33. Explicitly provide direction for family members' behavior during a session. 
34. •Actively work with clients to evaluate the positive and negative aspects of alternative approaches to problem solution. 
35. Address and work with family members on family-of-origin issues. 
36. •stress the importance of family dynamics, relationships, and roles. 
Note. Items marked with • are those endorsed more than half the time. From An evaluation of 
the effectiveness of home-based services as an alternative to placement for adolescents and 
their families (p. 95-96), by P. AuCiaire and I. Schwartz, 1986, Minneapolis, MN: Hubert H. 
Humphrey Institute of Public Affairs. Copyright 1986 by P. AuCiaire and I. Schwartz. Unable to 
locate copyright holders for permission to reprint. 
Table 6 
Dimensions of Treatment Found by Fraser and Haapala (1987-88\ in Home-Based 
Family-Focused Intervention 
1. Interruptions and disruptions occurring during treatment sessions. 
2. Training, teaching, or support given by the therapist. 
3. Provision of concrete assistance by the therapist. 
4. Clinical assessment by the therapist. 
5. Influential interaction with a member of the client's natural helping network. 
6. Discussion of incidents that occurred between or during sessions. 
7. Events reported as simultaneously helpful and not helpful. 
8. Conflicts occurring during treatment sessions. 
Note. From "Home-based Family Treatment: A Quantitative-Qualitative Assessment, " by 
M. Fraser and D. Haapala, 1987-88, Journal of Applied Social Sciences 12 p. 10. Copyright 
1987-88 by Mandel School of Applied Social Sciences. Reprinted with permission. 
results suggest that examination of interruptions during treatment sessions and tracking of 
concrete services provided during the treatment are important considerations in further work. 
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Mitchell eta/. (1988) outlined a Mental Health Model for implementation within a 
home-based prevention program for families of newborns. Treatment protocols were developed 
with goals, objectives, and specific activities to meet the goals. The integrity of program 
personnel in implementing these protocols as planned was tracked through detailed records of 
· home visits. Effectiveness of the Mental Health Model as compared to an Information Resource 
Model was assessed through measures of interpersonal interaction, community life, child care 
knowledge, emotional stability, stress and life change, program integrity, and program strength. 
In comparing the Mental Health Model to the Information Resource Model, Mitchell eta/. 
(1988) reported numerous interactions. Equally, these authors stated that various components 
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of each of the independent measures resulted in each of the models appearing alternately more 
or less effective. Of greatest interest to the current work is the suggestion that although "these 
relationships ... are not as 'tidy' or robust as we might wish ... they do provide some 
encouraging evidence that program characteristics interact in systematic ways" (p. 94). Further 
work in delineating the content of mental health treatment and evaluation of that content is 
certainly warranted. 
Lewis (1991a, 1991b) outlined the services provided by the family-based intensive 
treatment research project (FIT) in Utah and Washington and evaluated which services were 
related to achievement of treatment goals. Services were categorized as concrete and clinical. 
The 75 clinical services were characterized as psychoeducational interventions in which program 
personnel utilized social learning and psychotherapeutic techniques. Lewis reported that the 
therapists examined in this study used an average of 31 .8 clinical services with each family 
served (1991 a, p. 95). Nine clinical services were utilized with over 70% of the families served 
(Table 7). The "direct application of psychotherapeutic technique" constituted 54.6% of all the 
services provided (1991a, p. 95). 
While these results point to the high frequency of psychotherapeutic techniques in 
home-based services, Lewis (1991b) examined the role of specific psychotherapeutic techniques 
in goal attainment. For some goals, such as increasing communication skills or increasing 
parenting skills, behaviorally oriented skills training procedures were most highly correlated with 
goal achievement. However, lor other, more ambiguous goals (i.e., establishing trust and 
decreasing worry, anxiety, or tear), "Rogerian supportive and relationship-building techniques" 
(Lewis, 1991 b, p. 255) were most highly correlated with goal achievement. This author 
concluded that three treatment approaches were essential to successful provision of services: 
(a) Rogerian theory and practice, (b) behavioral intervention, and (c) concrete services. With 
these three areas as a foundation lor services, Lewis (1991b) emphasized the importance of 
Table 7 
Clinical Services Provided in FIT Program (Lewis 1991 al 
Service provided 




Use of reinforcement 
Setting treatment goals 
Reframing 
Natural/logical consequences 
Clarify problem behaviors 











Note. From "What are the characteristics of intensive family preservation services?" by R E. 
Lew1s. In M. W Fraser, P. J. Pecora, and D. A. Haapala (Eds.), Families in Crisis: The Impact of 
Intensive Fumily Preserta!ion Services (p. 96), 1986, New York: Aldine C::e Gr<.Jyter. Copyoight 
1991 by Aldine de Gruyter. Reprinted with permission. 
detem1ining "which interventions achieve which goals for which types of clients in which 
situations to produce which ultimate outcomes" (pp. 225-226; italics in original) . 
Limitations of Previous Work 
Review of the literature related to home-based therapy provides compelling endorsement 
of this treatment modality. However, that endorsement is tempered by serious limitations. 
Within the literature in which authors most strongly advocated the use of home-based 
therapy, none of the investigators provided empirical data to support the conclusions made 
(Amundson, 1989; Aponte et aL , 1991 ; Bryce & Ryan, 1977; deGraffenried, 1983; Haapala & 
Kinney, 1988; Levine, 1964a, 1964b; Slater & Harris, 1978; Tavantzis et aL , 1985). These 
authors presented positive anecdotes and observations of their practices. Little mention was 
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made of clients who resisted home-based treatment or of disadvantages inherent in this method. 
Equally, in providing case examples, few explicit descriptions of technique or theory were 
offered. In short, while this literature engendered enthusiasm for home-based therapy and 
offered a consensus on advantages to home-based therapy, it cannot serve as an experimental 
basis for continued practice. 
Authors of five studies described empirical work in this area (AuCiaire & Schwartz, 1986; 
Fraser & Haapala, 1987-88; Mitchell eta/. , 1988; Lewis, 1991a, 1991b). Unfortunately, these 
studies were limited by several factors. Mitchell eta/. (1988) provided a strong model of 
home-based mental health services and equally strong plans for implementation. Unfortunately, 
their data were limited by the fact that they had only recently begun evaluation of iheir project. 
Longitudinal data were not available. AuCiaire and Schwartz (1986) added a valuable method of 
tracking implementation of home-based therapy with their Technique Checklist. Again , however, 
longitudinal outcome data were not available for comparison with techniques used. Additionally, 
the Technique Checklist focused on therapeutic techniques related to specific schools of 
counseling theory seriously limiting its generalizability. Finally, Fraser and Haapala (1987-88) 
described a well-constructed research project that examined numerous variables in home-based 
therapy. These authors provided multiple avenues for continued work that emphasized the 
preliminary nature of their work. 
Implications for Further Study 
The studies reviewed suggest a wide variety of potential replications and additions to 
work already completed. No study can examine all of these possibilities at once. The following 
areas have emerged as important for further consideration at this time. 
1. Home-based therapy has been implicated as a treatment method for families 
characterized by multiple problems when out-of-home placement of a child member is an 
imminent risk. This technique has also been utilized with identified mentally ill individuals to 
prevent hospitalization. Limited work has been reported with families experiencing multiple 
problems but without the risk of immediate danger to any member (e.g., families in poverty). 
Thus, it is first necessary to determine if characteristic mental health needs exist in such 
populations. 
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2. The content of home-based therapy has been discussed, examined, and roughly 
measured. The checklist method used by AuCiaire and Schwartz (1986) and the critical incident 
technique of Fraser and Haapala (1987 -88) are complementary means of examining the content 
of home-based therapy. A combination of those methods in conjunction with critical review of 
anecdotal reports of home-based therapy will allow additional evaluation of the content of 
home-based therapy. 
3. As with content, the outcome of home-based therapy is a vital question. Outcome in 
previous research has focused on out-of-home placement prevention. This is not an appropriate 
criteria for home-based clients in which placement is not an issue, but for whom mental health 
treatment is indicated. Success in mental health is defined by achievement of treatment goals 
and reduction in distressing symptoms. 
Research Questions 
The purpose of the present work is to provide documentation of the need for 
home-based mental health treatment with families characterized by low socioeconomic status 
and other difficulties, to outline the components of this treatment, and to assess the efficacy of 
such treatment. This research addressed three questions: 
1. Are significant mental health needs present in families characterized as 
multiproblem? The mental health assessment instrument used in the present study (Symptom 
Checklist 90-Revised, [SCL-90-R], Derogatis, 1983) defined caseness as "a GSI [Grand 
Symptom Index] score (on Norm B, the nonpatient norm) greater than or equal toT-score 63, or 
any two primary dimension scores are greater than or equal toT-score 63" (Derogatis, 1983, 
p. 28). This criterion was utilized to define significant mental health needs in this sample. 
Sample results were compared to normative data. 
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2. Is home-based therapy effective? Evaluation of SCL-90-R scores before and after 
treatment and scores on the Brief Symptom Inventory (BSI , Derogatis 1993b) and the Derogatis 
Psychiatric Rating Scale (DPRS, Derogatis, 1992) during treatment allowed examination of this 
question. Additionally, it was proposed that mental health treatment of one family member would 
affect the entire family system that should be reflected in performance (i.e., increased effort and 
progress) on other individual and family goals. This study addressed goal achievement and 
symptom reduction measured through changes in scores on the BSI, DPRS, and SCL-90-R and 
evaluation of progress on other family and individual goals. 
3. If home-based therapy is effective, what are the techniques and procedures that 
contribute to its efficacy? Self-report by the therapist of behavior and events occurring during 
treatment sessions were utilized to verify and add to anecdotal reports of effective home-based 
treatment techniques. Videotaping of therapy sessions also allowed analysis of the reliability of 





Subjects were drawn from 60 program families enrolled in the Community-Family 
Partnership (CFP). All adult family members identified as the mother/female head of household 
and father/male head of household were eligible for inclusion. The results of this study may be 
generalizable to individuals served by treatment programs offering home-based services to 
families with multiple problems. 
At the time of this study, the Community-Family Partnership was one of 34 
Comprehensive Child Development Programs (CCDPs) , funded by the Administration for 
Children, Youth, and Families (ACYF). The critical goals of the CFP are to maximize the 
development of each child under school age in the home and to assist the family in moving 
toward economic and social self sufficiency. The CFP is located at Utah State University, Logan, 
Utah, and provides intensive, comprehensive, ongoing support and education services (Striefel, 
1989) to 60 families in Cache and Box Elder Counties. To enter the project, a family must 
include a pregnant woman and/or a child under 1 year of age and have an income below the 
federal poverty guidelines. Participants are randomly selected for inclusion in the CFP from a 
pool of eligible families that have been identified through referrals and contacts with other 
community service providers. Families are asked to remain in the CFP for 5 years, but may 
withdraw at any time. When a family withdraws, a new family is selected from the replacement 
pool. The CFP works closely with many different community providers and agencies to meet the 
needs of families and serves as a provider of last resort in 12 core service areas: 
1. Employment 
2. Job retention skills 
3. Career exploration, education, and training 
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4. Adult and child physical health services 
5. Early childhood education (all children under age 5) 
6. Family functioning 
7. Adult and child mental health services 
8. Early intervention services (for children with disabilities) 
9. Substance abuse services 
10. Basic lite skills and home management 
11 . Housing services 
12. Supportive services and temporary assistance 
CFP personnel ensure that families are provided with a wide range of services including 
child development training ; monetary assistance for education, health care, and emergency 
needs; career and employment counseling; developmental testing; assistance in acquiring 
well-child exams, immunizations, and acute health services; mental health counseling ; child care 
funding and referral to licensed child care providers; a preschool lor 3-year-olds; transportation; 
and brokering lor coordinated support from other community agencies. These services are 
provided to each family by a Family Consultant and other CFP support staff including a 
community liaison coordinator, a parent education and support coordinator, a men's program 
specialist, preschool teachers and aides, a child care specialist, health and mental health 
specialists, and psychoeducational specialists. Given the relationship between poverty and 
other characteristics of multiproblem families, families meeting CFP criteria are likely to be 
members of the target population. 
The need tor mental health services lor CFP families and/or individual family members is 
identified through lour potential processes: (a) the family and/or individual requests services, 
(b) the Family Consultant (the primary service provider) or other CFP staff observes 
psychological distress, (c) responses by family members to the mental health portions of the 
Family-Based Support Plan (FBSP) identify a need lor services, and/or (d) psychological distress 
is identified through the SCL-90-R (described later in this chapter) administered annually to all 
adult family members beginning in May 1993. 
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When a mental health need is identified through any of these processes, the Mental Health 
Coordinator reviews that need with the appropriate Family Consultant to determine if the 
family/family member has independently developed a reasonable plan to meet this need. For 
example, the family has made plans to re-establish communication with a previous mental health 
service provider or has decided to monitor the identified need with the help of the Family 
Consultant. If formal mental health care (i. e. , therapy) is deemed appropriate and the family 
requests assistance from the CFP in accessing these services, the Mental Health Coordinator 
and the Family Consultant provide referral and brokering services. 
The CFP has established interagency service agreements with eight community mental 
health agencies and refers families to these agencies in accordance with the service 
agreements. Due to the close relationship between the Family Consultant and the families 
served, the Family Consultant is typically able to report on the preferences of the family member 
regarding sources of assistance. If a family member is not willing to access established 
community mental health services or is not eligible for services provided by these agencies, 
home-based mental health services are offered by qualified CFP staff members. Selection for 
these services is also based on the availability of an appropriate therapist and therapist 
supervisor. Therapists are assigned based on the suitability of their training for the presenting 




Subjects for Experiment 1 were adults enrolled in the CFP who were identified as the 
mother/female head of household and father/male head of household. Between May 1993 and 
32 
March 1995, 111 adults (64 females and 47 males) were enrolled in the CFP and thus eligible for 
this study. Consent was solicited through a letter sent with the Family Consultant to all adult 
family members who completed one administration of the SCL-90-R during the specified time 
period. Of these available subjects, 44 females and 24 males consented to participate in the 
study. The Consent and Agreement for Participation in a Research Project form (adapted from 
Marvel , 1987) is included in Appendix A Table 8 describes characteristics of the Experiment 1 
sample. 
Data Collection 
The SCL-90-R was administered to CFP adult family members through several procedures. 
The primary method for administration was through the Family Consultant who was asked to 
provide time for completion of the SCL-90-R during routine home visits. However, this was 
sometimes not possible due to family circumstances (for example, one parent was at work during 
the normal home visit time), or due to the necessity of completing other home visit activities. In 
these cases, other CFP service providers were utilized (for example, the Men's Program 
Specialist administered the SCL-90-R during his visits with family members). A CFP Mental 
Health Specialist assumed responsibility for completion of any remaining SCL-90-Rs. This was 
accomplished through individualized home visits at times that were convenient for the family 
members. 
Responses on the SCL-90-R were transferred by the family member, the Family Consultant, 
or a Mental Health Specialist to scantron data sheets and compiled. Computation of raw 
dimension scores was accomplished through a computer-based scoring program. This program 
was written by David Stein, Ph.D., utilizing SPSS/PC+c (Version 5.0.1, 1992). These scores 
were then converted by hand to standard T -scores through comparison with norm tables. During 
the course of analyzing the data, scoring errors were discovered resulting in rescoring of all 
assessments. This second scoring procedure utilized keyboard entry of responses to the 
SCL -90-R from the original record. Raw scores and T -scores were then computed using a 
Table 8 
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computer-based scoring program (SPSS/PC+c, Version 5.0.1 , 1992) developed by the author of 
the current study. To ensure the accuracy of the second scoring procedure, every fifth 
assessment was hand-scored. 
Experiment 2 
Subjects 
Experiment 2 involved selection of six adult female family members from those individuals 
who completed the SCL-90-R. Only female family members were allowed to participate in this 
portion of the study because a subject-experimenter gender match was deemed important to 
reduce sources of variability. The therapists selected to carry out the study were both female. 
CFP adult female family members were eligible for participation in Experiment 2 if their 
scores on the SCL-90-R met both of Derogatis's (1983) definitions of caseness on the SCL-90-R 
(T -score greater than or equal to 63 on the Global Severity Index and on two or more of the 
primary dimension scales). The score profiles for 19 females met these criteria. Eleven 
individuals who were already receiving counseling services were removed from this sample, 
leaving eight eligible subjects. These eight potential subjects were then contacted and the study 
was explained to them. If they expressed interest in participating and they had completed the 
SCL-90-R more than 1 month prior to this meeting, they were asked to complete a second 
SCL-90-R in order to obtain a recent analysis of their mental health status. One potential subject 
did not want to participate in the study and one potential subject was eliminated from eligibility as 
a result of the second assessment. One subject who met the criteria was originally assessed 
within the 1-month time frame, so a second assessment was not completed. Following these 
procedures, six subjects remained in the eligible pool. All of these subjects agreed to participate 
following a discussion of their rights/obligations as a participant. The Consent and Agreement 
for Participation in a Research Project form is included in Appendix A (adapted from Marvel , 
1987). Table 9 provides characteristics of the Experiment 2 sample. 
Table 9 
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The six subjects consisted of three women who had been enrolled in the CFP for 2. 7 to 3.9 
years and three women who had been enrolled in the CFP for 6 months or less. Subjects were 
therefore divided into two cohorts of three subjects each based on the length of their involvement 
with the project. That is, one cohort consisted of the three women who were long-term CFP 
participants and the second cohort consisted of the three women who were short-term CFP 
participants. Within each cohort, subjects were randomly assigned to receive treatment first, 
second, or third by drawing names from a hat. 
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Experimenter Characteristics 
Two female CFP therapists were available for participation during the time period of this 
study: AA and MP. AA was the principal investigator of this study. She had been employed by 
the CFP for 2 years and 11 months at the beginning of the study. She was 26 years old and just 
completing her fourth year in the same graduate program. She had approximately 3 years of 
experience as a therapist at the beginning of the study. It is important to note that AA also 
monitored all data collection, developed and performed the data analysis, and examined the 
results. MP had been employed by the CFP for 8 months at the beginning of the study. She was 
25 years old and just completing her second year in the Combined Professional-Scientific 
Psychology Ph.D. program at Utah State University. She had approximately 2 years of 
experience as a therapist at the beginning of the study. Table 1 0 summarizes characteristics of 
the experimenters. 
As with the subjects involved in this study, the therapists were also distinguishable by the 
length of time they had been employed by the CFP. As a result , the long-term CFP participants 
and Therapist AA had a much higher degree of familiarity with each other than Therapist MP had 
with any of the subjects. To minimize the possible effects of this familiarity, the cohort of 
Table 10 
Experimenter Demographics for Experiment 2 
Demographic variable 
Age in years 
Ethnicity 
Years completed in graduate program 
Employed by CFP 














long-term CFP participants was assigned to work with Therapist MP and the cohort of short-term 
participants was assigned to Therapist AA 
Design 
A single-subject multiple baseline across subjects design with replication (Hersen & Barlow, 
1976) was utilized. A multiple-baseline design allows for demonstration of experimental control 
of behavior change if changes correspond with introduction of the intervention (Hersen & Barlow, 
1976). With this design, the baseline periods for some subjects are extended while introducing 
the intervention to other subjects. 
In this study, baseline data were collected on subjects selected to receive treatment first 
(Subject MP1 and Subject AA1) for 2 weeks and 3 weeks, respectively. Subject MP1 was not 
available at the time of the scheduled third baseline session; however, due to time constraints for 
completion of the study (Therapist MP was scheduled to change employment shortly after the 
close of the treatment period) and concerns about subject drop-<Jut, the treatment period was 
started as scheduled after 3 weeks. Baseline data were collected for subjects selected to 
receive treatment second (Subject MP2 and Subject AA2) and third (Subject MP3 and Subject 
AA3) for 4 and 5 weeks, respectively. As with Subject MP1 , Subject AA3 was not available for 
the scheduled fifth baseline session; the treatment period was started as scheduled for the same 
reasons stated above. Figure 2 is an outline of the treatment design. 
Instrumentation 
Symptom Checklist 90-Revised. The Symptom Checklist 90-Revised (SCL-90-R; Derogatis, 
1993a) is a mental health screening instrument designed to identify individuals experiencing 
psychological distress. This is a self-report measure that takes 20-30 minutes to complete. 
Each item on the scale is descriptive of a possible psychological symptom. The subject rates 
each symptom on a 5-point Likert-type scale to indicate the amount of distress experienced as a 
result of this symptom in the past 7 days (1 = not at all, 2 = a little bit, 3 = moderately, 4 = 
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Cohort 1 Cohort 2 
I 
!Baseline Intervention I Baseline 
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Intervention MP1 AA1 
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MP3 ~ l_ -~-
5 weeks ! 5 weeks ! 
Figure 2. Multiple baseline across subjects design with replication (two cohorts of three subjects 
each). 
quite a bit, 5 =extremely). The 90 SCL-90-R questions are then scored across nine primary 
symptom dimensions and three global distress indices. Norms are provided for psychiatric 
outpatient adults, nonpatient adults, psychiatric inpatient adults, and adolescents. lntemal 
consistency and test-retest reliabilities for each of the nine primary dimensions are reported to 
range from .77 to .90. Concurrent validity studies with the clinical scales of the MMPI show 
correlations ranging from .42 to .64. Due to the amount of time required to complete the 
SCL-90-R, it was used only pre- and posttest in the current investigation, although Derogatis 
(1983) reported that no significant practice effects have been found. 
Effort and progress on other family goals. CFP families engage in a wide variety of 
activities designed to aid economic self-sufficiency, child development, and parent education, 
among other goals, as part of weekly home visits. The process of identifying needs and 
developing a Family Based Support Plan (FBSP) is completed through structured interviews 
every 4 months by the family and the Family Consultant. Family and individual needs are 
identified in a total of 12 different content areas. 
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After needs have been identified, the family, the Family Consultant, and other appropriate 
CFP staff members decide which of these needs will be translated into measurable goals to be 
worked on during the next 4-month period. Once these goals have been written, specific 
activities to achieve these goals are delineated. Progress toward achievement of these goals is 
evaluated by the Family Consultant or other staff members (for example, the Mental Health team) 
every 4 months. Evaluations are made on a 6-point Likert-type scale of the effort and progress 
(E&P) shown by individual family members (0 = established, 1 = no effort/progress, 2 = initial 
effort/progress, 3 = some effort/progress, 4 = much effort/progress, 5 = maximum 
effort/achieved). 
Brief Symptom lnventorv. The Brief Symptom Inventory (BSI ; Derogatis, 1993b) is a short 
form (53 questions) of the SCL-90-R that takes only 10 minutes to complete. Norms are reported 
for psychiatric outpatient adults, nonpatient adults, psychiatric inpatient adults, adolescents, 
college students, and the elderly. Internal-consistency and test-retest reliabilities for each of the 
nine primary dimensions are reported to range from .68 to .91 . Correlations between the BSI 
and the SCL-90-R range from .92 to .99. Use of this instrument allowed convenient weekly 
tracking of symptomatology with the ability to make inferences to the 
SCL-90-R 
Derogatis Psychiatric Rating Scale. The Derogatis Psychiatric Rating Scale (DPRS; 
Derogatis, 1992) is a clinical observer's scale that takes approximately 5 minutes to complete. 
The nine primary symptom dimensions of the SCL-90-R are included with eight additional scales. 
The observer (in this study, the Family Consultant and the therapist) estimates the client's level 
of distress for each symptom on a 7 -point Likert-type scale (0 = absent, 1 = slight, 2 = mild, 3 = 
moderate, 4 =marked, 5 =severe, 6 =extreme). Normative data for the DPRS have not been 
published. 
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Home-Based Therapy Events Checklist. When using the Home-Based Therapy Events 
Checklist (HTEC), the therapist reports on the occurrence of select events during the therapy 
session. This instrument was created by the author of the present study. It reflects the 
Techniques Checklist of AuCiaire and Schwartz (1986) , the critical event findings of Fraser and 
Haapala (1987-88), and the anecdotal literature on home-based therapy reviewed earlier 
(deGraffenreid, 1983; Friedman, 1962; Haapala & Kinney, 1988; Hansen, 1968; Levine, 1964a, 
1964b; Mitchell et al. , 1988; Rabin et al. , 1982; Schacht et al. , 1989; Schlachter, 1975; Slater & 
Harris, 1978; Speck, 1964; Tavantzis et al. , 1985; Vass et al. , 1984; Woods, 1988). Appendix B 
details the selection of items for this instrument. 
Accuracy of the therapist's report on the HTEC was estimated through comparison of 
therapist's observations and self-report with coding of videotaped sessions by a nonexpert 
observer and an expert observer. The nonexpert observer was an undergraduate student at 
Memorial University of Newfoundland employed by the Counselling Centre through the Memorial 
University Career Experience Program (MUCEP). This student was trained to recognize items 
on the HTEC by viewing three 15-minute mock therapy interviews and comparing her HTEC 
rat ings to the ratings of the author of this study. When disagreements in ratings arose, items 
were discussed and additional examples were provided. This process was repeated until the 
observer and the author reached agreement on 75% of items. Due to time constraints, it was not 
possible to reach a higher percentage of agreement. The nonexpert observer then viewed and 
rated the videotapes from the sixth treatment session for each subject (except subject AA 1--
videotapes for this subject were not audible due to background noise). Each tape was viewed 
one time with no pauses and no ratings made and then viewed a second time with pauses as 
necessary for rating activities. 
The expert observer was a predoctoral intern in professional psychology employed at the 
Counselling Centre of Memorial University of Newfoundland. She was completing her final year 
of a 4-year doctoral program in psychology (Psy.D.) at the Minnesota School of Professional 
Psychology. The expert observer was asked to familiarize herself with the HTEC, ask any 
questions necessary for clarification, and then view one videotape (randomly selected). The 
videotape was viewed twice as described above. 
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Action Counseling Checklist. The Action Counseling Checklist (ACCL), developed by the 
author of the present study, outlines the Action Counseling method described by Sherman 
(1983). The Action Counseling method is a clear model for use with "economically 
disadvantaged" (Sherman, 1983, p. 22) families. The author stated that these same methods 
can be used in individual, group, or family situations. For the current study, individual therapy 
was offered with the belief that changes in an influential family member (the mother) can effect 
positive changes in the entire family system. Additionally, individual therapy offered a more 
manageable and controlled assessment situation. The 10 action steps (Table 11) described by 
Sherman formed the basis of treatment in the current study. The therapists were instructed to 
use this model as appropriate during the treatment period. For some problem areas, this 
involved moving through each of the 10 steps in one session, while for other problem areas, one 
action step could take all of or more than one session to complete. On the ACCL, the therapist is 
asked to report on the occurrence of the 10 steps d_elineated in this method. The accuracy of the 
therapist's report on this checklist was assessed in the same manner as described for the HTEC. 
Data Collection 
Pretest. Scores from the SCL-90-R administered no more than 1 month prior to the 
beginning of mental health services were used as pretest data. 
Baseline period. During the baseline period, subjects completed the BSI during a weekly 
home visit (approximately 20 minutes in length) by the therapist. The Family Consultant 
completed the DPRS following her regular visit during the first week of the baseline period. E&P 
ratings were also completed by the Family Consultant during the first week of the baseline 
period. No mental health services were provided during the baseline period. 
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Table 11 
Steps in Action Counseling (Sherman 1983) 
1. Model and generate acceptance, validation, and respect for the family (individual) and each 
of its members. 
2. Structure the counseling session and organize the family (individual) for the task. 
3. Identify and clarify important goals, their meaning to the family (individual), each member, 
and others, and their probable consequences. 
4. Create an action plan to achieve the goals stated. 
5. Identify and overcome the obstacles that may arise. 
6. Practice any new behaviors involved in the execution of the plan. 
7. Obtain a firm commitment from each person to be responsible for his/her part and to help 
make the entire plan work. 
8. Follow-up and evaluate the results in order tc make improvements and reinforce new, 
effective behavior. 
9. Provide constant feedback within the family so that they will always know where they stand. 
10. Choose the next goal, if necessary, and repeat the process. 
Treatment period. During the treatment period, subjects completed the BSI at the 
beginning of each weekly treatment session. Treatment sessions, using Sherman's (1983) 
Action Counseling method, were conducted in the subjects' homes and lasted approximately 60 
minutes (50-55 minutes for treatment, 5-10 minutes for assessment). The therapist completed 
the DPRS within 1 hour of completion of each session. 
The third, sixth, and ninth sessions for each subject were videotaped by the therapist to 
allow for assessment of the accuracy of the therapist's report on the HTEC and ACCL 
(procedures described earlier). The therapist completed the HTEC and the ACCL within 1 hour 
of each videotaped session. The Family Consultant also completed the DPRS following the 
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regular home visit during the week of every third session. Data collection was terminated when 
nine treatment sessions were completed based on data reported by Howard, Kopta, Krause, and 
Orlinsky (1986) regarding the average time frame for effective mental health treatment. 
Posttreatment. The SCL-90-R was administered 10 weeks after the beginning of 
treatment. The Family Consultant also completed the DPRS during this week. For three of the 
six subjects, termination of data collection did not coincide with termination of treatment. These 
three subjects continued to meet the caseness criteria (Derogatis, 1993c) and requested 
continuation of treatment. For these subjects, administration of the posttreatment SCL-90-R 
occurred immediately prior to the nex1 therapy session. Data collection was then reestablished 
according to the procedures of the treatment period until termination of treatment. Subject MP2 
continued for one additional session, Subject AA 1 continued for four additional sessions, and 
Subject AA3 continued for seven additional sessions. A final SCL-90-R was completed by each 
subject during the yearly CFP assessment approximately 6 months after the beginning of 





Research Question 1 addressed the description of mental health needs in families with 
multiple problems and comparison of the needs found in these families with normative cohort 
data. This description was important to the present study in determining the need for mental 
health care in programs that provide services to low-income, multiproblem families. A corollary 
to this question was delineation of the multiproblem status of the individuals involved in this 
study and comparison of subsets of these individuals based on scoring patterns on the 
SCL-90-R 
Summarv of SCL-90-R Results 
Means and standard deviations given in raw score and T -score format summarize the 
SCL-90-R results of the 68 CFP adult family members in Experiment 1 (Table 12). On the 
SCL-90-R, T-scores are assigned based on the sex of the subject. Therefore, summary data are 
provided for female and male subsamples separately. Raw score summary data are then shown 
for the sample as a whole without T -score data. 
Table 13 provides a comparison of the raw scores of CFP females, males and all adults 
with normative data for nonpatient adults and psychiatric outpatient adults. For female subjects 
in this study, mean raw scores on all12 scales of the SCL-90-R were higher than those of the 
nonpatient normative cohort and lower on all 12 scales than those of the psychiatric outpatient 
normative cohort. For male subjects in this study, the same was true. In conjunction with the 
subsample scoring patterns, the mean raw scores of all adult subjects in this study on all 12 
scales of the SCL -90-R were higher than those of the nonpatient normative cohort and lower on 
all 12 scales than those of the psychiatric outpatient normative cohort. 
Table 12 
Raw Scgre and T-Score Means and Standard Deviations for SQL-90-R Results for QFP Female Male and All Adult Famil~ Members 
Females (n = 44) Males (n = 24) Adults (!::i = 68) 
Raw scores T-scores Raw scores T-scores Raw scores 
SCL-90-R subscale 
M so. M .s.Q M .s.Q M .s.Q M .s.Q 
Somatization .83 .77 55.95 11 .98 .61 .56 57.50 11 .87 .75 .71 
Obsessive-Compulsive 1.11 .93 59.66 12.40 .70 .66 56.92 11 .70 .96 .86 
Interpersonal Sensitivity .86 .78 58.89 11 .00 .52 .51 56.00 12.02 .74 .71 
Depression 1.16 .88 60.02 10.66 .70 .60 59.13 13.34 1.00 .82 
Anxiety .70 .70 55.68 11 .99 .35 .34 54.13 10.33 .58 .62 
Hostility .83 .78 58.25 11.46 .69 .77 56.38 13.13 .78 .77 
Phobic Anxiety .37 .70 52.48 10.9:l .14 .24 54.04 8.48 .29 .59 
Paranoid Ideation .67 .61 56.34 9.82 .60 .67 54.33 11.48 .65 .63 
Psychoticism .39 .45 56.95 11 .15 .30 .35 55.46 11.10 .36 .42 
Global Severity Index .82 _65 58.98 12.13 .53 .42 57.83 12.92 .72 .59 
Positive Symptom Distress Index 1.69 .55 56.34 11 .28 1.49 .48 56.25 8.04 1.62 .53 
Positive Symptom Total 39.20 22.66 58.68 11 .69 28.58 19.47 56.33 12.39 35.46 22.04 




SCL-90-R Means and Standard Deviations for CFP Females Males and All Adults Compared to Normative Cohorts 
CFP Sample Normative cohort 
Females Mal&s All adults Nonpatient Psychiatric 
(!l = 48) (!l = 24) U:f = 68) (tf=974) outpatient 
-- (N- 1002) 
SCL-90-R subscale M .s.Q M .s.Q M ~ M 5.Q M .s.Q 
Somatization .83 .77 .61 .56 .75 .71 .36 .42 .87 .75 
Obsessive-Compulsive 1.11 .93 .70 .66 .96 .86 .39 .45 1.47 .91 
Interpersonal Sensitivity .86 .78 .52 .51 .74 .71 .29 .39 1.41 .89 
Depression 1.16 .88 .70 .60 1.00 .82 .36 .44 1.79 .94 
Anxiety .70 .70 .35 .34 .58 .62 .30 .37 1.47 .88 
Hostility .83 .76 .69 .77 .76 .77 .30 .40 1.10 .93 
Phobic Anxiety .37 .70 .14 .24 .29 .59 .13 .31 .74 .60 
Paranoid Ideation .67 .61 .60 . 67 .65 .63 .34 . .44 1.16 .92 
Psychoticism .39 .45 .30 .35 .36 .42 .14 .25 .94 .70 
Global Severity Index .62 .65 .53 .42 .72 .59 .31 .31 1.26 .66 
Positive Symptom Distress Index 1.69 .55 1.49 .46 1.62 .53 1.32 .42 2.14 .56 
Positive Symptom Total 39.20 22.66 26.58 19.47 35.46 22.04 19.29 15.48 50.17 16.96 
Note. !J - Number in subsample; tf -Total number in sample; M - Mean; 5.Q- Standard Deviation. 
tr, 
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Effect Sizes Compared to Normative Cohorts 
Several characteristics of the CFP sample violated the assumptions of traditional 
inferential statistics: (a) the subjects' scores were not normally distributed; (b) the variance of the 
subjects' scores was not homogeneous; and (c) the sample was not selected randomly 
(Nunnally, 1987). As a result , statistical significance of results was not calculated. However, 
calculation of the standardized mean difference effect size (ES) allowed for the analysis of the 
practical significance of these results. The standardized mean difference effect size expresses 
the difference between two groups (i .e. , the experimental group and the normative cohort[s]) in 
standard deviation units based on the frequency distribution of the control group (Borg & Gall , 
1989). Figure 3 illustrates this calculation. Interpretation of the significance of the ES is 
dependent on the measurement characteristics (i.e., the mean and standard deviation) of the 
sample and on the meaning of statistically significant results in relationship to the practical 
significance of results (Shaver, 1985). 
Practical Significance of Effect Size: 
Nonpatient Cohort 
The literature on the SCL-90-R does not provide a precedent for use of the .Eli to 
interpret results. Keeping in mind that interpretation of the .Eli is dependent on the measurement 
M Experimental - M Control 
s D Control 
Figure 3. Computation of standardized mean difference effect size (Borg & Gall, 1989) . 
.M = mean; SO = standard deviation. 
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characteristics and practical significance of SCL-90-R scores allows a reasoned evaluation of 
significance. Thus, one indication of the practical significance of scores for this measure is the 
interpretation of caseness. Caseness is defined as a T -score greater than or equal to 63 on the 
Global Severity Index, or T -scores greater than or equal to 63 on two or more of the primary 
symptom dimensions when compared to the nonpatient normative cohort (Derogatis, 1983). 
Using this definition, significant effect sizes were defined as those that corresponded with 
T-scores greater than or equal to 63 when compared with the nonpatient normative cohort. For 
example, Figure 4 illustrates this calculation for the Somatization subscale with the female 
subsample. In this calculation, the raw score corresponding with a T -score of 63 for each 
subscale serves as M(Experimental). The nonpatient normative cohort is the control group; thus, 
the nonpatient normative cohort mean is M(Control) and the nonpatient normative cohort 
standard deviation is SD(Control). 
The resulting ES value then serves as a cut-off comparison value for the subscale 
scores of the CFP sample. This .E.S_ value is the criterion value for practically significant results. 
For each subscale, if the ES computed for the CFP sample was equal to or larger than the 
criterion J;li, the CFP sample was viewed as endorsing significantly more psychological distrP.ss 
than the non patient normative cohort as measured by the SCL -90-R. The criterion values for 
Given: 
M(Experimental) = Raw Score Corresponding with T -score of 63 = 1. 03 
M(Control) = Normative Cohort Mean = .36 
SO( Control) = Normative Cohort Standard Deviation = .42 




Figure 4. Example of computation of criterion effect size for Somatization subscale with 
nonpatient normative cohort. 
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significant effect sizes for male and female subsample means as compared to the nonpatient 
normative cohort means are shown in Table 14. 
The data provided for the SCL-90-R include T-scores for male and female subsamples 
only. In analyzing the sample consisting of all CFP adults (male and female) , it was necessary to 
use T-score values for either the male or female subsamples of the normative cohort. Because 
the female subsample of the normative cohort produced lower mean scores than the male 
subsample of the normative cohort, use of the criterion ES values for the female subsample 
provided the most conservative estimate of significance of effect sizes for the CFP adult sample. 
Table 15 shows the observed effect sizes for each subscale for the means from the total CFP 
sample, the CFP female subsample, and the CFP male subsample as compared to the means 
from the nonpatient normative cohort. For each subscale, if the observed ES shown in Table 15 
Table 14 
Criterion Values for Significant Effect Sizes: Nonpatient Normative Cohort 
Normative cohort T-score > 63 Criterion values 
significant ES 
SCL-90-R subscales 
M SD Females Males Females Males 
Somatization .36 .42 1.03 .70 1.60 .81 
Obsessive-Compulsive .39 .45 1 03 .91 1.42 1.16 
Interpersonal Sensitivity .29 .39 .91 .70 1.59 1.05 
Depression .36 .44 1.11 .70 1.70 .77 
Anxiety .30 .37 .91 .54 1.65 .65 
Hostility .30 .40 .83 .70 1.33 1.00 
Phobic Anxiety .13 .31 .58 .30 1.45 .55 
Paranoid Ideation .34 .44 .87 .87 1.20 1.20 
Psychoticism .14 .25 .42 .42 1.12 1.12 
Global Severity Index .31 .31 .78 .58 1.52 .87 
Positive Symptom Distress Index 1.32 .42 1.91 1.79 1.40 1.12 
Positive Symptom Total 19.29 15.48 45.00 36.00 1.66 1.08 
Note. M- Mean; SD - Standard Deviation; ES - Standardized Mean Difference Effect Size. 
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Table 15 
Observed Effect Sizes for CFP Total Sample and Female/Male Subsamples 
CFP adult CFP female CFP male 
SCL -90-R subscale (N =68) (n = 44) (n = 24) 
Somatization 0.93 1.12 0.60 
Obsessive-Compulsive 1.27 1.60' 0.69 
Interpersonal Sensitivity 1.15 1.46 0.59 
Depression 1.45 1.82' 0.77' 
Anxiety 0.76 1.08 0.14 
Hostility 1.20 1.33' 0.98 
Phobic Anxiety 0.52 0.77 0.03 
Paranoid Ideation 0.70 0.75 0.59 
Psychoticism 0.88 1.00 0.64 
Global Severity Index 1.32 1.65' 0.71 
Positive Symptom Distress Index 0.71 0.88 0.40 
Positive Symptom Total 1.04 1.29 0.60 
Note. N =Total number in sample; !l =Number in subsample. 
' Practically significant effect size. 
is greater than or equal to the criterion £.S shown in Table 14, then the CFP sample or 
subsample can be viewed as significantly different from the nonpatient normative cohort for that 
subscale. Table 16 outlines the procedure for determining practically significant £.S values in 
comparison to the means of the non patient normative cohort. 
For the sample of all CFP adults, none of the observed ES values were greater than or 
equal to the corresponding criterion ES values. Therefore, the sample of all CFP adults was not 
significantly different from the nonpatient normative cohort for any of the SCL-90-R subscales. 
However, when the CFP sample was divided into male and female subsamples, significant 
differences were evident For the CFP female subsample, four observed ES values were greater 
than the corresponding criterion ES values. Thus, the sample of CFP females was significantly 
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Table 16 
Determining Practically Significant Effect Size Values for Means of Nonpatient Normative Cohort 
1. Compute criterion ES values for each subscale as demonstrated in Figure 4. Criterion ES 
values correspond with T -score equal to 63 for each subscale (Table 14 ). 
2. Compute observed ES values for each subscale (Table 15). 
3. IF observed ES value is equal to or greater than criterion ES value, 
THEN observed ES value is practically significant. 
Practically significant ES value means that CFP sample or subsample is significantly 
different from nonpatient normative cohort in terms of subscale means. 
different from the nonpatient normative cohort on four SCL-90-R subscales: 
Obsessive-Compulsive, Depression, Hostility, and Global Severity Index. For the CFP male 
subsample, one observed ES was greater than the corresponding criterion ES. Thus, the 
sample of CFP males was significantly different from the nonpatient normative cohort on the 
Depression subscale. 
Practical Significance of Effect Size: Psychiatric 
Outpatient Cohort 
As with the computation and analysis of effect size for the nonpatient normative cohort, 
the literature on the SCL-90-R does not provide a precedent for use of ES values to describe 
results related to the psychiatric outpatient cohort. Additionally, definition of a caseness score 
for the psychiatric outpatient normative cohort does not provide any reasonable interpretation of 
results. However, it was necessary to define some criteria to sensibly compare the CFP samples 
to this normative cohort. In comparing the nonpatient normative cohort to the psychiatric 
outpatient cohort, the weighted average of the sample means gave a cutoff score that would 
place any individual score closer to the mean score of the nonpatient cohort as compared to the 
mean of the psychiatric outpatient cohort. It was necessary to use the weighted average 
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because the sample sizes for the nonpatient normative cohort and the psychiatric outpatient 
cohort are not equal (!'t = 1 002 vs. N = 97 4 ). 
Figure 5 shows how the criterion ES value was calculated for the Somatization 
subscale of the psychiatric outpatient cohort. In this calculation, the weighted average 
(Longley-Cook, 1970) was computed first using the means and sample sizes of the nonpatient 
normative cohort and the psychiatric outpatient cohort. Mean scores greater than or equal to this 
weighted average score suggested that the CFP sample or subsample was more like the 
psychiatric outpatient cohort than the nonpatient normative cohort and vice versa. Therefore, the 
ES value corresponding with the weighted average defined practical significance. This criterion 
ES value was computed using the weighted average as M(Experimental), the mean of the 
psychiatric outpatient cohort as M(Control) , and the psychiatric outpatient cohort standard 
deviation as SD(Control). 
Given: 
Nonpatient mean = .36 
Nonpatient sample size = 1 002 
Psychiatric outpatie11t mean = .87 
Psychiatric outpatient sample size = 97 4 
Compute weighted average: 
·87(1002) + ·36(974) = .62 = M(Experimental) 
1976 
Scores >= .62 are more like the Nonpatient cohort than scores < .62 
M(Control) = Psychiatric outpatient mean = .87 
s.Q(Control) = Psychiatric outpatient standard deviation = . 75 
Compute criterion effect size: 
.62 -.87 
.75 
= -. 33 
Figure 5. Example of computation of criterion effect size for Somatization subscale of outpatient 
psychiatric cohort. 
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Table 17 shows criterion values for significant effect sizes for the psychiatric outpatient 
cohort using this methodology. If the observed ES computed for the CFP samples (Table 18) 
were greater than or equal to the ES values that defined practical significance for the psychiatric 
outpatient cohort, the CFP sample was viewed as similar to the psychiatric outpatient cohort for 
that subscale. Table 19 outlines the procedure for determining practically significant ES values 
in comparison to the means of the psychiatric outpatient cohort. 
Table 17 
Criterion Values for Significant Effect Sizes: Psychiatric Outpatient Cohort 
Normative cohort 
Nonpatient Psychiatric outpatient 
(t! = 974) (N = 1002) 
SCL-90-R subscale M M SD ES 
Somatization .36 .87 .75 -. 33 
Obsessive-Compulsive .39 1.47 .91 -.58 
Interpersonal Sensitivity .29 1.41 .89 -.62 
Depression .36 1.79 .94 -.74 
Anxiety .30 1.47 .88 -.66 
Hostility .30 1.10 .93 -.42 
Phobic Anxiety .13 .74 .80 -.38 
Paranoid Ideation .34 1.16 .92 -.43 
Psychoticism .14 .94 .70 -.56 
Global Severity Index .31 1.26 .68 -.69 
Positive Symptom Distress Index 1.32 2.14 .58 -.69 
Positive Symptom Total 19.29 50.17 18.98 -.80 
Note. t!- Total number in sample; .M- Mean; SO - Standard Deviation; ES - Standardized 
Mean Difference Effect Size. 
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Table 18 
Observed Effect Sizes for CFP Total Sample and Female/Male Subsamples 
Versus psychiatric outpatient cohort 
CFP adults CFP females CFP males 
SCL-90-R subscale (!:!!=68) (n= 44) (n=24) 
Somatization -.16' -.05' -.35 
Obsessive-Compulsive -.56' -.40' -.85 
Interpersonal Sensitivity -.75 -.62' -1 .00 
Depression -.84 -.67' -1 .16 
Anxiety -1.01 -.88 -1.27 
Hostility -.34' -.29' -.44 
Phobic Anxiety -.56 -.46 -.75 
Paranoid Ideation -.55 -.53 -.61 
Psychoticism -.83 -.79 -.91 
Global Severity Index -.79 -.65' -1 .07 
Positive Symptom Distress Index -. 90 -.78 -1.12 
Positive Symptom Total -.78' -.58' -1 .14 
Note. N- Total number in sample; n- Number in subsample. 
'Practically significant effect size. 
The sample of all CFP adults was similar to the psychiatric outpatient cohort on four 
SCL-90-R subscales: Somatization, Obsessive-Compulsive, Hostility, and Positive Symptom 
Total. When the CFP sample was divided into male and female subsamples, similarities were 
also evident. The sample of CFP females was similar to the psychiatric outpatient cohort on 
seven SCL-90-R subscales: Somatization, Obsessive-Compulsive, Interpersonal Sensitivity, 
Depression, Hostility, Global Severity Index, and Positive Symptom Total. The sample of CFP 
males showed no similarities to the psychiatric outpatient cohort. Table 20 summarizes the 
effect size results for the CFP adult sample and female/male subsamples across the nonpatient 
and psychiatric outpatient normative cohorts. 
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Table 19 
Determining Practically Significant Effect Size Values for Means of Psychiatric Outpatient 
Normative Cohort 
1. Compute criterion ES values for each subscale as demonstrated in Figure 5. Criterion ES 
values correspond with weighted average of nonpatient normative cohort and psychiatric 
outpatient cohort (Table 17). 
2. Compute observed ES values for each subscale (Table 18). 
3. IF observed ES value is greater than criterion ES value, 
THEN observed ES value is practically significant. 
Practically significant ES value means that CFP sample or subsample is 
similar to psychiatric outpatient cohort in terms of subscale means. 
Table 20 
Subscales Showing Significant Effect Sizes for CFP Adult Sample and Female/Male Subsamples 
Compared to Nonpatient and Psychiatric Outpatient Normative Cohorts 
Adults 




Positive Symptom Total 
CFP sample/subsample 
Females 




Global Severity Index 
Males 
Depression 






Global Severity Index 
Positive Symptom Total 
No significant effect sizes 
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Corollary to Experiment 1 
A corollary to Research Question 1 was delineation of the multiple problems 
experienced by the individuals involved in this study. When a family joins the CFP, they 
definitely show one problem: household income below the federal poverty guidelines. However, 
poverty alone does not establish multiproblem status. Demographic data collected by the CFP 
throughout each family's tenure in the project provided some further delineation of multiple 
problems. In the review of the literature, the following potential problem areas were outlined: 
unemployment, mental deficiency, single parent family structure, indebtedness, school failure, 
dysfunctional intrafamily relationships, child abuse and neglect, substandard housing, chronic 
physical illness, low income, sexual dysfunction, alcohol/substance abuse, marital difficulties, 
incesVsexual abuse, legal problems, inadequate education and vocational training , lack of 
adequate material resources, large family size, high mobility within and among communities , 
social isolation, spousal role reversal, recurrent crisis and instability, delinquent/ criminal 
behavior, and mental illness of family members. The data available from the CFP could not 
document every one of these potential problem areas. However, some data were available for 
examination (Table 21 ). Additionally, examination of the total number of responses to the 
temporally-nearest Family-Based Support Plan needs assessment completed by each family 
member provided an estimate of the family's multiproblem status. 
Summary data shown in Table 22 describe the multiproblem status of the CFP families 
in Experiment 1. Each demographic variable (except total number of needs) was assigned a 
cutoff or criterion value that would be defined as a problem. For example, when looking at 
employment status, having a job and providing income to the family were defined as positive 
characteristics while not having employment was defined as a problem. Each individual and 
each family then received a score (possible range from 0 to 12) representing the total number of 
problems. The individuals and families involved in Experiment 1 experienced between one and 
seven of these problem areas in their families (Figure 6). In Figure 6, the number of problem 
Table 2 1 




Single parent family structure 
Indebtedness 
School failure 
Dysfunctional intrafamily relationships 
Child abuse and neglect 
Substandard housing 






Employment status as indicated by individual income 
in the month of assessment 
Not available 
living with partner or alone in month of assessment 
Not available 
Not available 
Number of times CFP provided service, brokering, or 
referral for marital or family therapy in 3 months prior 
to assessment (service codes 844/846) and number 
of needs endorsed by individual on Family 
Functioning portion of most recent FBSP 
Number of times CFP provided service, brokering, or 
referral related to child abuse/neglect in 3 months 
prior to assessment (service codes 791/792) 
Number of times CFP provided service, brokering, or 
referral related to housing needs in 3 months prior to 
assessment (service code 765) and number of 
needs endorsed by individual on Housing portion of 
most recent FBSP 
Number of family members with chronic physical 
illness 
Family income in the month prior to assessment 
Not available 
Number of times CFP provided service, brokering, or 
referral for marital therapy in 3 months prior to 






Inadequate education and vocational training 
Lack of adequate material resources 
Large family size 
High mobility within and among communities 
Social isolation 
Spousal role reversal 





Number of times CFP provided service, brokering, 
or referral related to alcohol/ substance use/abuse 
in 3 months prior to assessment (service codes 
84118421877) and number of needs endorsed by 




Number of years of formal education and highest 
degree completed at time of assessment 
Not available 






SCL-90-R T-score >= 63 on the Global Severity 
Index or T-scores >;; 63 on two or more of the 
primary symptom dimensions when compared to 
the nonpatient normative cohort 
Total number of needs endorsed by family 
members on FBSP needs assessment completed 
in closest temporal relationship to SCL-90-R 
completion 
Note. CFP service code definitions are listed in Appendix C. 
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areas for families does not equal the sum of the problem areas for females and males. Some 
problem areas may have been cited by both female and male family members as applying to the 
family as a whole. For example, unemployment of a family member may have been cited by the 
Table 22 
Summary of Problems Experienced by CFP Families 
Problem area 
Unemployment 
Criterion for multiproblem status 
Not employed 
Summary for CFP subjects lli = 68) 
Not employed = 4 subjects 
Employed = 64 subjects 
Number of adults in family Single parent Living alone = 10 subjects 
Dysfunctional family 
relationships 
Child abuse and neglect 
Substandard housing 




Living with partner= 58 subjects 
One or more needs identified related Needs identified = 24 subjects 
to family functioning or services Services rendered= 16 subjects 
rendered related to marital or family No needs or services = 37 subjects 
therapy 
One or more services rendered 
related to child abuse or neglect 
One or more needs identified or 
No services rendered to any family 
Needs identified= 51 subjects 
services rendered related to housing Services rendered = 5 subjects 
One or more family members with 
chronic physical illness 
Income below federal poverty 
guidelines 
One or more services rendered 
related to marital therapy 
One or more needs identified or 
No needs or services : 17 subjects 
1-3 family members with chronic 
illness = 10 subjects 
No chronic illness = 58 subjects 
Income below federal poverty 
guidelines = 39 subjects 
Income at or above federal poverty 
guidelines = 29 
Services rendered= 16 subjects 
No services rendered = 52 subjects 
Needs identified = 28 subjects 
services rendered related to alcohol Services rendered = 2 subjects 





Large family size 
Mental illness 
Criterion for multiproblem status 
Less than a GED or 12 years of 
education 
More than 4 family members 
(rounded national average of 
children plus 2 adults) 
Meeting caseness criteria 
Summary for CFP subjects ill= 68) 
No degree or diploma = 8 subjects 
GED/high school diploma or more = 
60 subjects 
Less than 12 years of education= 
10 subjects 
12- 16 years of education= 
58 subjects 
5-9 family members = 36 subjects 
2-4 family members = 32 subjects 
Caseness = 37 subjects 
No mental illness= 31 subjects 
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Note. N - Total number of subjects; Each individual was assigned a score of 1 if the criterion for 
multiproblem status was met, or Q if the problem was not present; N > 68 for some categories 
because individuals could endorse needs and also receive services. 
female head-of-household as a problem and by the male head-of-household as a problem in 
reference to the same family member. Therefore, in computing a total number of problems for 
the family, unemployment was counted as one problem area. The total number of responses to 
the FBSP needs assessment indicating the existence of a need across the 12 core service areas 
ranged from 0 to 45 needs for these families (Figure 7). 
Experiment 2 
Research Question 2 addressed the efficacy of home-based therapy in decreasing 
psychological symptoms in a sample of six CFP adult females. These subjects were selected for 
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Figure 6. Total number of problem areas for CFP females, mates, and families 
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Figure 7. Total number of needs endorsed on FBSP needs assessment by CFP females and 
mates in Experiment 1. 
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Comparison of Experiment 2 Sample to Experiment 1 Sample 
As with Research Question 1, it was important to examine the characteristics of the 
sample to assess the generalizability of these results. To compare demographics of the 
Experiment 1 sample and the subsample drawn for Experiment 2, 1 tests (age, family size, years 
of formal education, income) and Mann-Whitney.!.! tests (marital status, highest degree earned) 
were computed (Table 23). The Experiment 2 subsample was not significantly different from the 
Experiment 1 sample for any of the demographic variables tested. 
Severity of Symptoms in Experiment 2 Sample 
Computation of effect sizes for the SCL -90-R pretest scores of these subjects allowed 
characterization of the psychological symptoms expressed. Effect sizes were computed (refer to 
Figures 4 and 5) to compare the pretest scores to the nonpatient and psychiatric outpatient 
normative cohorts (Table 24). 
The practical significance of these effect sizes was defined earlier (Tables 14 and 17). 
With respect to practical significance, the Experiment 2 sample was significantly different from 
Table 23 
Comparison of Demographics for Experiment 1 versus Experiment 2 Sample 
Demographic variable Q-value 
Age .105' 
Marital status .185" 
Family size .795' 
Years of education .587' 






Observed Effect Sizes on the SCL-90-R for Experiment 2 Subjects 
Normative cohort 
Experiment 2 Psychiatric 
subjects Non patient outpatient 
(n = 6) (!::!= 974) (!::!= 1002) 
SCL-90-R subscale M SD ES .E.S. 
Somatization 1.29 .66 2.21' .56' 
Obsessive-Compulsive 1.63 1.00 2.76' .18' 
Interpersonal Sensitivity 1.17 .52 2.26' -.27' 
Depression 1.84 .75 3.36' .05' 
Anxiety 1.00 .59 1.89' -.53' 
Hostility 1.25 .72 2.38' .16' 
Phobic Anxiety .67 .89 1.74' -. 09' 
Paranoid Ideation .97 .36 1.43' -.21' 
Psychoticism .62 .53 1.92' -.46' 
Global Severity Index 1.25 .53 3.03' -.01' 
Positive Symptom Distress Index 2.22 .23 2.14' .14' 
Positive Symptom Total 49.83 18.95 1.97' -.02' 
Note. N- Total number in sample; n- Number in subsample; .M- Mean; .sQ- Standard 
Deviation; ES = Standardized Mean Difference Effect Size. 
'Practically significant effect size. 
the nonpatient normative cohort on all SCL-90-R subscales. The sample was similar to the 
psychiatric outpatient cohort on every SCL-90-R subscale except Somatization. 
Analysis of Single-Subject Data 
Responses to the BSI by each subject, responses to the DPRS by the therapist, and 
responses to the DPRS by the Family Consultant comprised the baseline and treatment period 
data for each subject. 
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For the current study, a subscale on the BSI was of significant concern at baseline if 
two or more of the baseline T-scores were greater than or equal to 63. This criterion was based 
on one subject having only two baseline points available for inspection. With only two baseline 
data points, trend analysis of the baseline data was not feasible. Visual inspection of the 
treatment data and insertion of a least squares regression line allowed a determination of 
positive change or no change in sub scale T -scores over the treatment period. 
Ottenbacher and Cusick (1991) advocated use of a trend line in visual inspection of 
data as a "simple supplement" (p. 48) to visual inspection. The least squares regression line 
(Goldman & Weinberg, 1985) is a common method of computing the straight line that best fits 
the data. For the present study, this line was computed using the Linear Fit function of the Corel 
Quattro Pro" program (1996, Version 7.0.1.133). Table 25 provides the legend for the graphs 
showing the results of the BSI for each subscale throughout the study period (Figures 8 
through 19) 
The literature does not provide a precedent for interpretation of the DPRS data in 
terms of caseness criteria. For this experiment, profiles (inclusive of the baseline and treatment 
periods) for either the Family Consultant or the therapist with two or more ratings of~ {moderate 
level of severity of symptoms) or higher were viewed as significant. Time-series analysis utilizing 
the Q statistic (Blumberg, 1984; Tryon, 1982, 1984) then provided a method of evaluating 
change in the significant profiles. Tryon (1982) outlined use of this method in evaluating whether 
Table 25 
Legend for BSI Graphs Shown in Figures 8 Through 19 
Area of Graph 
Dashed vertical line 
Solid horizontal line 
Significant at baseline 
Interpretation of change 
Explanation 
Separates baseline and treatment periods 
At T-score equal to 63; cutoff for caseness criteria 
Two or more baseline T-scores >= 63 
Visible downward trend line denotes positive change 
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Figure 8. BSI T-scores for Somatization subscale during baseline and treatment. 
Scores at or above the horizontal line on each graph suggest clinically significant 
psychological distress. Least squares regression lines are included for individuals with 
significant baseline scores (two or more baseline scores >= 63) . 
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Figure 9_ BSI T-scores for Obsessive-Compulsive subscale during baseline and 
treatment Scores at or above the horizontal line on each graph suggest clinically 
significant psychological distress. Least squares regression lines are included for 
individuals with significant baseline scores (two or more baseline scores >= 63). 
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Figure 10. BSI T-scores for Interpersonal Sensitivity subscale during baseline and 
treatment. Scores at or above the horizontal line on each graph suggest clinically 
significant psychological distress. Least squares regression lines are included for 
individuals with significant baseline scores (two or more baseline scores >= 63). 
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Figure 11 . BSI T-scores for Depression subscale during baseline and treatment. 
Scores at or above the horizontal line on each graph suggest clinically significant 
psychological distress. Least squares regression lines are included for individuals with 
significant baseline scores (two or more baseline scores>= 63). 
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Figure 12. BSI T-scores for Anxiety subscale during baseline and treatment. Scores at 
or above the horizontal line on each graph suggest clinically significant psychological 
distress. Least squares regression lines are included for individuals with significant 
baseline scores (two or more baseline scores >= 63). 
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Figure 13. BSI T-scores for Hostility subscale during baseline and treatment. Scores at 
or above the horizontal line on each graph suggest clinically significant psychological 
distress. Least squares regression lines are included for individuals with significant 
baseline scores (two or more baseline scores >= 63) . 
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Figure 14. BSI T-scores for Phobic Anxiety subscale during baseline and treatment. 
Scores at or above the horizontal line on each graph suggest clinically significant 
psychological distress. Least squares regression lines are included for individuals with 
significant baseline scores (two or more baseline scores>= 163). 
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Figure 15. BSI T-scores for Paranoid Ideation subscale during baseline and treatment. 
Scores at or above the horizontal line on each graph suggest clinically significant 
psychological distress. Least squares regression lines are included for individuals with 
significant baseline scores (two or more baseline scores >= 63). 
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Figure 16. BSI T -scores for Psychoticism subscale during baseline and treatment. 
Scores at or above the horizontal line on each graph suggest clinically significant 
psychological distress. Least squares regression lines are included for individuals with 
significant baseline scores (lwo or more basel ine scores >= 63). 
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Figure 17. BSI T-scores for Global Severity Index during baseline and treatment. 
Scores at or above the horizontal line on each graph suggest clinically significant 
psychological distress. Least squares regression lines are included for individuals with 
significant baseline scores (two or more baseline scores >= 63). 
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Figure 18. BSI T -scores for Positive Symptom Distress Index during baseline and 
treatment. Scores at or above the horizontal line on each graph suggest clinically 
significant psychological distress. Least squares regression lines are included for 
individuals with significant baseline scores (two or more baseline scores >= 63). 
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Figure 19_ BSI T-scores for Positive Symptom Total subscale during baseline and 
treatment Scores at or above the horizontal line on each graph suggest clinically 
significant psychological distress_ Least squares regression lines are included for 
individuals with significant baseline scores (two or more baseline scores >= 63). 
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or not a trend exists in baseline data. Because data were available for only one condition in this 
experiment, this trend evaluation was applied. Computation of the .c_ statistic results in a ;1; value 
for which critical values can be defined according to the standard ;1; distribution. With sample 
sizes less than 25, the critical value for the .OS level of statistical significance is 1.64. Therefore, 
in the current study, a significant change in DPRS scores occurred if the computed ;1; value for 
each significant subscale was greater than or equal to 1.64. Table 59 in Appendix D shows all 
computed <1: values. This change was viewed as an improvement in scores if visual inspection of 
the data showed higher scores during earlier sessions as compared to later sessions. Table 26 
provides the legend for the graphs showing the results of each DPRS subscale throughout the 
baseline, treatment, and posttest periods (Figures 20 through 37). 
Table 26 
Legend for DPRS Graphs Shown in Figures 20 Through 37 
Area of graph Explanation 
Solid graphed line with filled circles Responses of therapist 
Graphed black boxes Responses of Family Consultant (First point during 
baseline; final point during posttest) 
Significant subscales 
Interpretation of change 
Two or more ratings of~ (moderate level of severity) or 
higher across baseline and treatment 
<1: value greater than or equal to 1.64 equals statistically 
significant change; change is positive if visual 
inspection shows higher scores early in treatment, 
lower scores later 
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Fiaure 20. DPRS scores for Somatization subscale. Solid black boxes = Family Consultant 
ratings (first rating during baseline period; last rating during posttest); solid black line = 
therapist ratings. For each rater, two or more ratings of ;lor higher considered significant. 
Change evaluated using time-series C. statistic. 
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Figure 21 . DPRS scores for Obsessive-Compulsive subscale. Solid black boxes = Family 
Consultant ratings (first rating during baseline period; last rating during posttest); solid black 
line = therapist ratings. For each rater, two or more ratings of~ or higher considered 





















' 2 " 4 5 6 7 a 9 1011 Seeeion 
--




-- - - -

























-\ - - --. . . . . . 
-
' 2 3 .. " e 7 8 g 1011 Seaaion 
SubjectAA2 
_flA._ 




' 2 3 .. 5 e 7 B 9 10'11 Seaalon 
Figure 22. DPRS scores for Interpersonal Sensitivity subscale. Solid black boxes = Family 
Consultant ratings (first rating during baseline period); solid black line = therapist ratings. 
Two or more ratings of~ or higher considered significant. Change evaluated using 
time-series .C. statistic. 
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Figure 23. DPRS scores for Depression subscale. Solid black boxes = Family Consultant 
ratings (first rating during baseline period; last rating during posttest); solid black line = 
therapist ratings. For each rater, two or more ratings of~ or higher considered significant. 
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Figure 24. DPRS scores for Anxiety subscale. Solid black boxes = Family Consultant 
ratings (first rating during baseline period); solid black line = therapist ratings. Two or more 
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Figure 25. DPRS scores for Hostility subscale. Solid black boxes= Family Consultant 
ratings (first rating during baseline period); solid black line =therapist ratings. Two or more 
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Figure 26. DPRS scores for Phobic Anxiety subscale. Solid black boxes= Family 
Consultant ratings (first rating during baseline period; last rating during posttest); solid black 
line = therapist ratings. For each rater, two or more ratings of~ or higher considered 
significant. Change evaluated using time-series Q statistic. 
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Figure 27. DPRS scores for Paranoid Ideation subscale. Solid black boxes = Family 
Consultant ratings (first rating during baseline period; last rating during posttest); solid black 
line = therapist ratings. For each rater, two or more ratings of~ or higher considered 
significant. Change evaluated using time-series Q statistic. 
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Figure 28. DPRS scores for Psychoticism subscale. Solid black boxes = Family Consultant 
ratings (first rating during baseline period); solid black line = therapist ratings. Two or more 
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Figure 29. DPRS scores for Sleep Disturbance subscale. Solid black boxes = Family 
Consultant ratings (first rating during baseline period); solid black line = therapist ratings. 
Two or more ratings of ;1 or higher considered significant. Change evaluated using 
time-series ~ statistic. 
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Figure 30. DPRS scores for Psychomotor Retardation subscale. Solid black boxes = 
Family Consultant ratings (first rating during baseline period); solid black line =therapist 
ratings. Two or more ratings of~ or higher considered significant. Change evaluated using 
time-series ~ statistic. 
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Figure 31 . DPRS scores for Hysterical Behavior subscale. Solid black boxes= Family 
Consultant ratings (first rating during baseline period); solid black line = therapist ratings. 
Two or more ratings of~ or higher considered significant. Change evaluated using 
time-series .C. statistic. 
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Figure 32. DPRS scores for Abjection-Disinterest subscale. Solid black boxes = Family 
Consultant ratings (first rating during baseline period); solid black line = therapist ratings. 
Two or more ratings of J or higher considered significant. Change evaluated using 
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Figure 33. DPRS scores for Conceptual Dysfunction subscale. Solid black boxes = Family 
Consultant ratings (first rating during baseline period) ; solid black line =therapist ratings. 
Two or more ratings of J or higher considered significant. Change evaluated using 
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Figure 34. DPRS scores for Disorientation subscale. Solid black boxes= Family 
Consultant ratings (first rating during baseline period) ; solid black line =therapist ratings. 
Two or more ratings of~ or higher considered significant. Change evaluated using 
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Figure 35. DPRS scores for Excitement subscale. Solid black boxes = Family Consultant 
ratings (first rating during baseline period); solid black line = therapist ratings. Two or more 
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Figure 36. OPRS scores for Euphoria subscale. Solid black boxes = Family Consultant 
ratings (first rating during baseline period) ; solid black line = therapist ratings. Two or more 
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Figure 37. DPRS scores for Global Pathology Index. Solid black boxes= Family 
Consultant ratings (first rating during baseline period); solid black line =therapist ratings. 
Two or more ratings of~ or higher considered significant. Change evaluated using 




During the baseline period, Subject MP1 endorsed symptoms of significant concern on 
all12 BSI subscales (Figures 8 to 19). During the nine treatment sessions, scores on all of the 
significant subscales (Somatization--Figure 8, Obsessive-Compulsive--Figure 9, Interpersonal 
Sensitivity--Figure 10, Depression-Figure 11 , Anxiety-Figure 12, Hostility--Figure 13, Phobic 
Anxiety--Figure 14, Paranoid Ideation-Figure 15, Psychoticism--Figure 16, Global Severity 
Index-Figure 17, Positive Symptom Distress Index-Figure 18, and Positive Symptom Total-
Figure 19) began downward trends. Scores on five of the subscales (Somatization-Figure 8, 
Anxiety-Figure 12, Hostility-Figure 13, Phobic Anxiety-Figure 14, and Positive Symptom 
Distress Index--Figure 18) were reduced to aT-score less than 63 at the ninth treatment session. 
BSI results for Subject MP1 are summarized in Table 27. 
Subject MP1 was rated as displaying significant symptoms on six DPRS subscales 
(Somatization-Figure 20, Interpersonal Sensitivity-Figure 22, Depression--Figure 23, 
Psychomotor Retardation-Figure 30, Abjection-Disinterest-Figure 32, and Global Pathology 
Index-Figure 37) by the Fami ly Consultant. Therapist MP endorsed significant symptoms on 
nine DPRS subscales (Somatization-Figure 20, Interpersonal Sensitivity--Figure 22, 
Depression-Figure 23, Anxiety-Figure 24, Hostility-Figure 25, Paranoid Ideation-Figure 27, 
Psychomotor Retardation-Figure 30, Abjection-Disinterest-Figure 32, and Global Pathology 
Index-Figure 37). During the nine treatment sessions, the Family Consultant endorsed a -
statistically significant change in scores on three of the significant subscales (Interpersonal 
Sensitivity-Figure 22 g = 1.94], Depression-Figure 23 g = 1.94], and Psychomotor Retardation 
--Figure 30 g = 1. 73]), and no change on the remaining three significant subscales. During 
treatment, Therapist MP endorsed a statistically significant change on one subscale 
(Psychomotor Retardation-Figure 30 g = 2.05]), and no change on the remaining eight 
subscales. DPRS results for Subject MP1 are summarized in Table 28. 
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Table 27 
Summa[Y of BSI Results for Subject MP1 
Downward trend 9"' treatment 
Subscale Baseline during treatment session 
Somatization Significant Yes T<63 
Obsessive-Compulsive Significant Yes T > 63 
Interpersonal Sensitivity Significant Yes T > 63 
Depression Significant Yes T > 63 
Anxiety Significant Yes T< 63 
Hostility Significant Yes T< 63 
Phobic Anxiety Significant Yes T< 63 
Paranoid Ideation Significant Yes T > 63 
Psychoticism Significant Yes T > 63 
Global Severity Index Significant Yes T >63 
Positive Symptom Distress Index Significant Yes T< 63 
Positive Symptom Total Significant Yes T > 63 
Note. Subscales deemed significant at baseline if two or more of the baseline T-scores were 
greater than or equal to 63. Downward trend evaluated through visual inspection of graphed 
data and least squares regression line. 
Subject MP2 
During the baseline period, Subject MP2 endorsed symptoms of significant concern on 
seven BSI subscales (Obsessive-Compulsive-Figure 9, Depression-Figure 11 , Hostility-Figure 
13, Psychoticism--Figure 16, Global Severity Index--Figure 17, Positive Symptom Distress 
Index-Figure 18, and Positive Symptom Total-Figure 19). During the nine treatment sessions, 
scores on five (Obsessive-Compulsive-Figure 9, Depression-Figure 11 , Hostility-Figure 13, 
Global Severity Index-Figure 17, and Positive Symptom Distress Index-Figure 18) of the 
significant subscales showed downward trends. For the Global Severity Index (Figure 17), 
Table 28 
































Change during Family consultant Change during 
treatment rating treatment 
No change Significant No change 
No change Significant Improved 




Improved Significant Improved 
No change Significant Improved 
No change Significant No change 
Note. "-" - subscale scores were not significant. Subscales were deemed significant if the rater 
endorsed two or more ratings of~ or higher at any time during the study period. Improvement on 
significant subscales defined through time-series .Q_ statistic and visual inspection of trends. 
interpretation of a downward trend in scores is subject to argument because the downward slope 
of the regression line is barely discernible through visual inspection. Scores on three of the 
significant subscales (Depression-Figure 11 , Psychoticism-Figure 16, and Positive Symptom 
Total- Figure 19) dropped below aT-score equal to 63 before the first treatment. Interpretation 
of scores on the Psychoticism subscale (Figure 16) was made more difficult because there was 
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no change across the treatment session when the protocol was examined visually using the least 
squares regression line. Interpretation of the Positive Symptom Total (Figure 19) was also 
difficult because scores on this subscale showed an upward trend line during treatment. 
Interestingly, at the ninth treatment session, scores on 10 subscales were higher than for the 
eighth treatment session and 6 of these subscale scores were greater than or equal to 63. 
Subject MP2 also showed a noticeable drop in scores on eight subscales 
(Obsessive-Compulsive-Figure 9, Interpersonal Sensitivity-Figure 10, Depression--Figure 11 , 
Hostil ity--Figure 13, Psychoticism-Figure 16, Global Severity Index-Figure 17, Positive 
Symptom Distress Index-Figure 18, and Positive Symptom Total-Figure 19) at treatment 
session five; this was likely a result of the subject's recent return from a 1-month vacation. BSI 
results for Subject MP2 are summarized in Table 29. 
Subject MP2 was rated as displaying significant symptoms on two DPRS subscales 
(Interpersonal Sensitivity--Figure 22 and Conceptual Dysfunction--Figure 33) by the Family 
Consultant. Therapist MP endorsed significant symptoms on six DPRS subscales (Interpersonal 
Sensitivity-Figure 22, Depression-Figure 23, Anxiety-Figure 24, Sleep Disturbance--Figure 29, 
Abjection-Disinterest-Figure 32, and Global Pathology Index-Figure 37). During the nine 
treatment sessions, the Family Consultant endorsed a statistically significant change in scores 
on one significant subscale (Conceptual Dysfunction-Figure 33 g = 1.96]). During treatment, 
Therapist MP did not endorse a statistically significant change on any of the significant 
subscales. DPRS results for Subject MP2 are summarized in Table 30. 
Subject MP3 
Subject MP3 completed only eight treatment sessions as discussed earlier. During the 
baseline period, Subject MP3 endorsed symptoms of significant concern on eight BSI subscales 
(Obsessive-Compulsive--Figure 9, Interpersonal Sensitivity-Figure 10, Anxiety-Figure 12, 
Hostility-Figure 13, Phobic Anxiety-Figure 14, Paranoid Ideation-Figure 15, Global Severity 
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Table 29 
Summary of BSI Results for Subject MP2 











Global Severity Index 
Positive Symptom Distress Index 


















T > 63 
T >63 
T > 63 
T > 63 
T >63 
T > 63 
T > 63 
Note. "-"- subscale scores were not significant. Subscales were deemed significant at 
baseline if two or more of the baseline T-scores were greater than or equal to 63. Downward 
trend evaluated through visual inspection of graphed data and least squares regression line. 
' Psychoticism subscale showed flat trend, butT-scores < 63 throughout treatment except for final 
treatment session. 
Index--Figure 17, and Positive Symptom Distress Index--Figure 18). During the eight treatment 
sessions, scores on seven of the significant subscales (Obsessive-Compulsive-Figure 9, 
Interpersonal Sensitivity-Figure 10, Anxiety-Figure 12, Hostility-Figure 13, Paranoid Ideation-
Figure 15, Global Severity Index-Figure 17, and Positive Symptom Distress Index-Figure 18) 
showed downward trends. Scores on the Phobic Anxiety subscale (Figure 14) showed a flat 
trend during the treatment period. Scores on one subscale (Anxiety-Figure 12) dropped below 
63 before the first treatment session and remained below aT-score equal to 63 throughout the 
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Table 30 
Summary of DPRS Results for Subject MP2 
Therapist 
rating 

































Significant No change 
Significant Improved 
Note. "-" = subscale scores were not significant. Subscales were deemed significant if the rater 
endorsed two or more ratings of~ or higher at any time during the study period. Improvement on 
significant subscales defined through time-series .C. statistic and visual inspection of trends. 
treatment period. Scores on six of the eight elevated subscales (Obsessive-Compulsive--Figure 
9, Interpersonal Sensitivity-Figure 10, Anxiety-Figure 12, Paranoid Ideation-Figure 15, Global 
Severity Index-Figure 17, and Positive Symptom Distress Index-Figure 18) were reduced to 
T -score less than 63 at the eighth treatment session. BSI results for Subject MP3 are 
summarized in Table 31 . 
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Subject MP3 was rated as displaying significant symptoms on four DPRS subscales 
(Depression--Figure 23, Anxiety--Figure 24, Hostility-Figure 25, and Global Pathology Index--
Figure 37) by the Family Consultant. Therapist MP endorsed significant symptoms on five DPRS 
subscales (Anxiety--Figure 24, Hostility--Figure 25, Paranoid Ideation--Figure 27, Sleep 
Disturbance-Figure 29, and Global Pathology Index-Figure 37). During the nine treatment 
sessions, the Family Consultant did not endorse a statistically significant change in scores on 
Table 31 
Summar.: of BSI Results for Subject MP3 
Downward trend 9"' treatment 
Subscale Baseline during treatment session 
Somatization 
Obsessive-Compulsive Significant Yes T<63 
Interpersonal Sensitivity Significant Yes T< 63 
Depression 
Anxiety Significant Yes T< 63 
Hostility Significant Yes T> 63 
Phobic Anxiety Significant No T > 63 
Paranoid Ideation Significant Yes T< 63 
Psychoticism 
Global Severity Index Significant Yes T<63 
Positive Symptom Distress Index Significant Yes T< 63 
Positive Symptom Total 
Note. "--" - subscale scores were not significant. Subscales were deemed significant at 
baseline if two or more of the baseline T-scores were greater than or equal to 63. Downward 
trend evaluated through visual inspection of graphed data and least squares regression line. 
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any of the significant subscales. During treatment, Therapist MP also did not endorse a 
statistically significant change in scores on any of the significant subscales. DPRS results for 
Subject MP3 are summarized in Table 32. 
Table 32 
Summary of DPRS Results for Subject MP3 
Therapist Change during Family consultant Change during 




Depression Significant No change 
Anxiety Significant No change Significant No change 
Hostility Significant No change Significant No change 
Phobic Anxiety 
Paranoid Ideation Significant No change 
Psychoticism 








Global Pathology Index Significant No change Significant No change 
Note. "-" - subscale scores were not significant. Subscales were deemed significant if the rater 
endorsed two or more ratings of~ or higher at any time during the study period. Improvement on 
significant subscales defined through time-series Q statistic and visual inspection of trends. 
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SubjectAA1 
During the baseline period, Subject AA 1 endorsed symptoms of significant concern on 
all12 BSI subscales (Figures 9 to 20). During the nine treatment sessions, scores on 9 of the 12 
significant subscales (Somatization--Figure 8, Interpersonal Sensitivity--Figure 10, Depression--
Figure 11 , Anxiety--Figure 12, Hostility--Figure 13, and Phobic Anxiety--Figure 14, Paranoid 
Ideation--Figure 15, Psychoticism--Figure 16, and Positive Symptom Distress Index--Figure 18) 
began downward trends. For the Paranoid Ideation subscale (Figure 15), interpretation of a 
downward trend in sec res is subject to argument because the downward slope of the regression 
line is barely discernible through visual inspection. Three subscales (Obsessive-Compulsive--
Figure 9, Global Severity Index-Figure 17, and Positive Symptom Total-Figure 19) showed 
scores at the maximum T-sccre value throughout the baseline and treatment periods. Subject 
AA 1 did not show T -sccres less than 63 for any of the subscales at the ninth treatment session. 
Also of interest for Subject AA 1 was an observable elevation in sccres on eight subscales 
(Interpersonal Sensitivity-Figure 10, Depression--Figure 11 , Anxiety--Figure 12, Hostility-Figure 
13, Phobic Anxiety-Figure 14, Paranoid Ideation- Figure 15, Psychoticism-Figure 16, and 
Positive Symptom Distress Index-Figure 18) at the seventh treatment session. BSI results for 
Subject AA1 are summarized in Table 33. 
Subject AA 1 was rated as displaying significant symptoms on four DPRS subscales 
(Depression-Figure 23, Psychomotor Retardation--Figure 30, Abjection-Disinterest-Figure 32, 
and Global Pathology Index-Figure 37) by the Family Consultant. Therapist AA endorsed 
significant symptoms on seven DPRS subscales (Depression-Figure 23, Anxiety--Figure 24, 
Hostility-Figure 25, Paranoid Ideation-Figure 27, Psychomotor Retardation--Figure 30, 
Abjection-Disinterest-Figure 32, and Global Pathology Index-Figure 37). During the nine 
treatment sessions, the Family Consultant did not endorse a statistically significant change in 
sccres on any of the significant subscales. During treatment, Therapist AA endorsed a 
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Table 33 
Summaet of BSI Results for Subject AA 1 
Downward trend 9"' treatment 
Subscale Baseline during treatment session 
Somatization Significant Yes T > 63 
Obsessive-Compulsive Significant No T > 63 
Interpersonal Sensitivity Significant Yes T > 63 
Depression Significant Yes T > 63 
Anxiety Significant Yes T > 63 
Hostility Significant Yes T > 63 
Phobic Anxiety Significant Yes T > 63 
Paranoid Ideation Significant Yes T > 63 
Psychoticism Significant Yes T > 63 
Global Severity Index Significant No T > 63 
Positive Symptom Distress Index Significant Yes T > 63 
Positive Symptom Total Significant No T > 63 
Note. Subscales were deemed significant at baseline if two or more of the baseline T-scores 
were greater than or equal to 63. Downward trend evaluated through visual inspection of 
graphed data and least squares regression line. 
statistically significant change in scores on two subscales (Depression-Figure 23 ~ = 2.08], and 
Abjection-Disinterest-Figure 32 ~ = 1.94]), and no change on the remaining five subscales. 
DPRS results for Subject AA1 are summarized in Table 34. 
SubjectAA2 
As discussed earlier, Subject AA2 did not qualify for participation in Experiment 2 at 
pretest; however, this subject's scoring pattem was similar to the other five subjects during the 
baseline and treatment periods. During the baseline period, Subject AA2 endorsed symptoms of 
significant concem on seven BSI subscales (Obsessive-Compulsive-Figure 9, Interpersonal 
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Table 34 
Summary of DPRS Results for Subject AA 1 
Therapist 
rating 



































Significant No change 
Significant No change 
Significant No change 
Significant No change 
Note. "-" - subscale scores were not significant. Subscales were deemed significant if the rater 
endorsed two or more ratings of~ or higher at any time during the study period. Improvement on 
significant subscales defined through time-series .Q statistic and visual inspection of trends. 
Sensitivity-Figure 11 , Hostility-Figure 13, Paranoid Ideation-Figure 15, Psychoticism--Figure 
16, Global Severity Index-Figure 17, and Positive Symptom Total-Figure 19). During the nine 
treatment sessions, scores on six of the significant subscales (Obsessive-Compulsive-Figure 9, 
Interpersonal Sensitivity-Figure 10, Hostility-Figure 13, Paranoid Ideation-Figure 15, Global 
Severity Index-Figure 17, and Positive Symptom Total-Figure 19) showed downward trends. 
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Scores on the remaining significant subscale (Psychoticism--Figure 16) showed a fiat trend 
during the treatment period. Scores on one subscale (Hostility--Figure 13) dropped below 63 
before the first treatment session and remained below aT-score equal to 63 throughout the 
treatment period with the exception of the third treatment session; during this session, the 
subject reported conflict with a family member immediately prior to the session. Scores on four 
of the seven elevated subscales (Obsessive-Compulsive-Figure 9, Hostility-Figure 13, Global 
Severity Index-Figure 17, and Positive Symptom Total-Figure 19) were reduced to aT-score 
less than 63 at the ninth treatment session. BSI results for Subject AA2 are summarized in Table 
35. 
Subject AA2 was rated as displaying significant symptoms on two DPRS subscales 
(Excitement-Figure 35 and Euphoria-Figure 36) by the Family Consultant. For the Excitement 
subscale, higher scores are considered indicative of greater mental health; therefore, the 
significant rating by the Family Consultant suggested a positive assessment. Therapist AA 
endorsed significant symptoms on three DPRS subscales (Obsessive-Compulsive-Figure 21 , 
Hostility-Figure 25, and Global Pathology Index-Figure 37). During the nine treatment 
sessions, the Family Consultant endorsed no statistically significant change in scores on the two 
significant subscales. During treatment, Therapist AA endorsed a statistically significant change 
in scores on one (Global Pathology Index-Figure 37 g = 2.23]) of three significant subscales. 
DPRS results for Subject AA2 are summarized in Table 36. 
SubjectAA3 
During the baseline period, Subject AA3 endorsed symptoms of significant concern on 
nine BSI subscales (Obsessive-Compulsive-Figure 9, Interpersonal Sensitivity-Figure 10, 
Depression-Figure 11 , Hostility-Figure 13, Paranoid Ideation-Figure 15, Psychoticism-Figure 
16, Global Severity Index-Figure 17, Positive Symptom Distress Index-Figure 18, and Positive 
Symptom Total-Figure 19). During the nine treatment sessions, scores on eight of the nine 
significant subscales (Obsessive-Compulsive-Figure 9, Interpersonal Sensitivity-Figure 10, 
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Table 35 
Summa!]£ of BSI Results for Subject AA2 
Downward trend 9~ treatment 
Subscale Baseline during treatment session 
Somatization 
Obsessive-Compulsive Significant Yes T<63 
Interpersonal Sensitivity Significant Yes T >63 
Depression 
Anxiety 
Hostility Significant Yes T<63 
Phobic Anxiety 
Paranoid Ideation Significant Yes T > 63 
Psychoticism Significant No T > 63 
Global Severity Index Significant Yes T< 63 
Positive Symptom Distress Index 
Positive Symptom Total Significant Yes T<63 
Note. "--" = subscale scores were not significant. Subscales were deemed significant at 
baseline if two or more of the baseline T-scores were greater than or equal to 63. Downward 
trend evaluated through visual inspection of graphed data and least squares regression line. 
Depression- Figure 11 , Hostility-Figure 13, Paranoid Ideation-Figure 15, Psychoticism-Figure 
16, Global Severity Index-Figure 17, and Positive Symptom Distress Index-Figure 18) showed 
downward trends. Scores on the Positive Symptom Total (Figure 19) subscale showed a flat 
trend during the treatment period. Scores on only one of the elevated subscales (Positive 
Symptom Distress Index-Figure 18) were reduced to aT-score less than 63 at the ninth 
treatment session; however, four subscales (Interpersonal Sensitivity-Figure 10, Depression-
Figure 11 , Paranoid Ideation-Figure 1 5, and Psychoticism-Figure 16) showed a T -score less 
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Table 36 
Summary of DPRS Results for Subject AA2 
Therapist 
rating 































Note. "-" - subscale scores were not significant. Subscales were deemed significant if the rater 
endorsed two or more ratings of J or higher at any time during the study period. Improvement on 
significant subscales defined through time-series Q statistic and visual inspection of trends. 
than 63 for a single treatment session prior to the ninth session. BSI results for Subject AA3 are 
summarized in Table 37. 
The Family Consultant did not endorse any significant symptoms on the DPRS for 
Subject AA3. Therapist AA endorsed significant symptoms on five DPRS subscales 
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Table 37 
Summa!}' of BSI Results for Subject AA3 
Downward trend 9"' treatment 
Subscale Baseline during treatment session 
Somatization 
Obsessive-Compulsive Significant Yes T > 63 
Interpersonal Sensitivity Significant Yes T >63 
Depression Significant Yes T > 63 
Anxiety 
Hostility Significant Yes T > 63 
Phobic Anxiety 
Paranoid Ideation Significant Yes T > 63 
Psychoticism Significant Yes T > 63 
Global Severity Index Significant Yes T > 63 
Positive Symptom Distress Index Significant Yes T< 63 
Positive Symptom Total Significant No T >63 
Note. "-" - subscale scores were not significant. Subscales were deemed significant at 
baseline if two or more of the baseline T-scores were greater than or equal to 63. Downward 
trend evaluated through visual inspection of graphed data and least squares regression line. 
(Interpersonal Sensitivity-Figure 22, Depression-Figure 23, Sleep Disturbance-Figure 29, 
Psychomotor Retardation-Figure 30, and Global Pathology Index--Figure 37). During the nine 
treatment sessions, the therapist endorsed a statistically significant change in scores on two of 
these subscales (Depression--Figure 23 ~ = 2.54] and Psychomotor Retardation--Figure 
30 ~ = 2.17]}, and no change on the remaining three subscales. DPRS results for Subject AA3 
are summarized in Table 38. 
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Table 38 
Summary of DPRS Results for Subject AA3 
Therapist 
rating 































Note. "-" = subscale scores were not significant. Subscales were deemed significant if the rater 
endorsed two or more ratings of .;2 or higher at any time during the study period. Improvement on 
significant subscales defined through time-series~ statistic and visual inspection of trends. 
Analysis of Pretest Pastiest and Follow-up Data 
Table 39 shows the pretest, pastiest, and follow-up T-scores on the SCL-90-R for the 
six subjects in Experiment 2. At pretest, scores greater than or equal to 63 denoted an area of 
Table 39 
Individual SCL-90-R T-scores at Pretest Posttest and Follow-up 
Subject MP1 Subject MP2 Subject MP3 Subject AA1 Subject AA2 Subject AA3 










Global Severity Index 
Positive Symptom Distress 
Index 
Positive Symptom Total 
'Significant at pretest. 
"Treatment success at posttest. 
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significant concern for treatment. Success at posttest and follow-up was, therefore, defined as 
reduction ofT -scores from greater than or equal to 63 to T -scores less than 63. 
Pretest to Posttest Changes 
Table 40 summarizes the changes in scores from pretest to posttest. Five of these six 
subjects showed some treatment success at posttest. Subject MP1 , who had T-scores greater 
than 63 on all12 SCL-90-R subscales at pretest, showed treatment success on 4 subscales 
(Somatization, Anxiety, Phobic Anxiety, and Positive Symptom Distress Index). Scores on seven 
(Obsessive-Compulsive, Interpersonal Sensitivity, Depression, Hostility, Paranoid Ideation, 
Psychoticism, and Global Severity Index) of the remaining eight significant subscales were 
reduced from pretest to posttest, but did not fall below a T -score equal to 63. 
Subject MP2 also showed treatment success on four subscales (Depression, Hostility, 
Global Distress Index, and Positive Symptom Total) at posttest with five significant subscale 
scores at pretest. For this subject, the remaining significant subscale score 
(Obsessive-Compulsive) at pretest was reduced at posttest, but did not fall below aT-score 
equal to 63. 
Table 40 
Changes in SCL-90-R Subscale Scores from Pretest to Posttest 
Subjects 
Changes in significant subscales MP1 MP2 MP3 AA1 AA2 AA3 
across time 
Number of significant subscales at pretest 12 5 10 12 4 10 
Number of significant subscales showing 
treatment success at posttest 4 4 3 0 2 2 
Number of significant subscales showing 
reduced scores at posttest 11 5 5 11 2 10 
Number of significant subscales showing 
elevated scores at posttest 0 0 3 0 2 0 
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Subject MP3, who had 1 0 significant subscale scores at pretest, showed treatment 
success on 3 subscales (Phobic Anxiety, Psychoticism, and Positive Symptom Total) at posttest. 
Scores on two (Hostility and Positive Symptom Distress Index) of the remaining seven significant 
pretest subscales were reduced while scores on three (Obsessive-Compulsive, Interpersonal 
Sensitivity, and Paranoid Ideation) increased from pretest to posttest. 
Subject AA 1 was the only subject who did not show treatment success on any scales of 
the SCL-90-R at posttest. This subject had significant scores on all12 of the SCL-90-R 
subscales at pretest. Despite not meeting the definition of treatment success at posttest, scores 
on 11 of the 12 significant subscales (Somatization, Interpersonal Sensitivity, Depression, 
Anxiety, Hostility, Phobic Anxiety, Paranoid Ideation, Psychoticism, Global Severity Index, 
Positive Symptom Distress Index, and Positive Symptom Total) were reduced at posttest. 
Subject AA2, who had T-scores greater than 63 on four SCL-90-R subscales at pretest, 
showed treatment success on two subscales (Obsessive-Compulsive and Positive Symptom 
Distress Index) at posttest. For this subject, scores on the remaining two significant subscales 
(Interpersonal Sensitivity and Paranoid Ideation) and on four additional subscales (Depression, 
Hostility, Psychoticism, and Positive Symptom Total) were elevated at posttest. 
Finally, Subject AA3 also showed treatment success on 2 subscales (Anxiety and 
Positive Symptom Distress Index) at posttest with 10 significant subscale scores at pretest. 
Scores on the remaining eight significant subscales (Obsessive-Compulsive, Interpersonal 
Sensitivity, Depression, Hostility, Paranoid Ideation, Psychoticism, Global Severity Index, and 
Positive Symptom Total) were reduced from pretest to posttest, but did not fall below aT-score 
equal to 63. 
Posttest to Follow-Up Changes 
Table 41 summarizes the changes in scores from pretest to posttest to follow-up. All 
six subjects showed some treatment success at follow-up. Subject MP1 maintained treatment 
success on three subscales (Anxiety, Phobic Anxiety, and Positive Symptom Distress Index) and 
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Table 41 
~hanges in SCL-90-R Subscale Scores from Pretest to Posttest to Follow-!.!12 
Subjects 
Changes in significant subscales MP1 MP2 MP3 AA1 AA2 AA3 
across time 
Number of significant subscales at pretest 12 5 10 12 4 10 
Number of significant subscales 
maintaining treatment success from 3 4 3 N/A' 2 2 
posttest to follow-up 
Number of additional significant subscales 
showing treatment success at follow-up 2 2 6 0 
Number of significant subscales showing 
reduced scores at follow-up 12 5 8 12 3 10 
Number of significant subscales showing 
elevated scores at follow-up 0 0 0 0 0 
'No significant pretest subscale scores showed treatment success at posttest. 
added treatment success on two subscales (Interpersonal Sensitivity and Psychoticism) from 
posttest to follow-up. One subscale (Somatization) that showed treatment success from pretest 
to posttest showed an elevated score at follow-up and no longer met the definition for treatment 
success. However, this subscale score was reduced from pretest to follow-up as were the 
remaining six significant pretest subscale scores (Depression, Hostility, Paranoid Ideation, 
Global Severity Index, and Positive Symptom Total). 
Subject MP2 maintained treatment success on four subscales (Depression, Hostility, 
Global Severity Index, and Positive Symptom Total) at follow-up and added treatment success on 
one subscale (Obsessive-Compulsive). Thus, treatment success was achieved for all of the 
significant pretest subscales for Subject MP2. 
Subject MP3 maintained treatment success on three subscales (Phobic Anxiety, 
Psychoticism, and Positive Symptom Total) at follow-up and added treatment success on two 
subscales (Depression and Global Severity Index). Three (Obsessive-Compulsive, Hostility, and 
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Positive Symptom Distress Index) of the remaining five significant pretest subscale scores for 
this subJect were reduced at follow-up although these scores did not meet the definition of 
treatment success. One of the remaining subscale scores (Paranoid Ideation) was elevated from 
pretest to follow-up and one (Interpersonal Sensitivity) did not change. 
Subject AA 1, who did not show treatment success on any of her 12 significant pretest 
scores at posttest, showed treatment success at follow-up on 6 subscales (Somatization, 
Anxiety, Hostility, Paranoid Ideation, Psychoticism, and Positive Symptom Distress Index). All 
six of the remaining significant pretest scores (Obsessive-Compulsive, Interpersonal Sensitivity, 
Depression, Phobic Anxiety, Global Severity Index, and Positive Symptom Total) were reduced 
at follow-up. 
Subject AA2 maintained treatment success on two subscales (Obsessive-Compulsive 
and Positive Symptom Distress Index) from posttest to follow-up and added treatment success 
on the Interpersonal Sensitivity subscale. One significant pretest subscale score (Paranoid 
Ideation) did not change from pretest to follow-up and, therefore, did not meet the definition of 
treatment success. 
Subject AA3 maintained treatment success at follow-up on two subscales (Anxiety and 
Positive Symptom Distress Index). For the remaining eight significant pretest scores 
(Obsessive-Compulsive, Interpersonal Sensitivity, Depression, Hostility, Paranoid Ideation, 
Psychoticism, Global Severity Index, and Positive Symptom Total), Subject AA3 showed a 
reduction in scores from pretest to follow-up, but not to a level that met the definition of treatment 
success. 
In terms of the overall caseness definition, only one subject (MP2) did not meet either 
definition of caseness on the SCL-90-R at posttest or follow-up. The remaining five subjects 
(including one who did not meet the caseness definition at pretest) still met one (Subject AA2) or 
both (Subjects MP1 , MP3, AA1 , AA3) definitions of case ness at posttest, and one (Subjects MP3, 
AA2) or both (Subjects MP1 , AA1 , AA3) definitions of caseness at follow-up. 
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Summary of Results Across All Instruments Used in Experiment 2 
Tables 42 through 53 summarize the results of Experiment 2 for each of the subjects 
across all of the instruments used. These results have been detailed earlier in this chapter and 
are presented here in tabular format only. 
Examination of Videotaped Session Content 
Accuracy of Therapist Report 
Before examining the activities that occurred during sessions in relation to therapy 
success, it is necessary to evaluate the accuracy of the therapists as observers and reporters of 
session content. This is particularly important in light of the therapists' interest in and ongoing 
knowledge about the current study. To assess accuracy, the observations of the therapists were 
compared to videotaped observations by 1\vo trained observers (one expert observer and one 
nonexpert observer as defined earlier) who were blind to the results of the study as discussed 
earlier. Computation of simple percentage agreement (Frick & Semmel, 1978) was utilized for 
this purpose. Agreement between the therapist and observer(s) in reporting the presence or 
absence of events was calculated for each item of the HTEC and the ACCL. Agreement of 70% 
or more is satisfactory (Borg & Gall, 1989). 
Satisfactory agreement was reached on 9 of the 14 comparisons (Table 54). When 
comparing the two observers, agreement was very satisfactory for the ACCL (92%) and not 
satisfactory for the HTEC (63%). In comparing the expert observer to Therapist MP, agreement 
was very satisfactory for the HTEC (94%) and moderately satisfactory for the ACCL (84%). 
Content of Therapy Sessions 
The results pertaining to the accuracy of the therapist report must be considered in 
examining the content of the therapy sessions. Additionally, the small sample size provides for 
minimal statistical interpretation of the significance of different content areas. 
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Table 42 
Sianificant Subscales Across All Instruments and Periods of Experiment 2 for Subject MP1 
Treatment 
DPRS' 
Pretest Baseline Family 
Subscale SCL-90-R' BSI' Therapist consultant 
Somatization Significant Significant Significant Significant 
Obsessive-Compulsive Significant Significant 
Interpersonal Sensitivity Significant Significant Significant Significant 
Depression Significant Significant Significant Significant 
Anxiety Significant Significant Significant 
Hostility Significant Significant Significant 
Phobic Anxiety Significant Significant 
Paranoid Ideation Significant Significant Significant 
Psychoticism Significant Significant 
Global Severity Index Significant Significant N/A N/A 
Positive Symptom Distress Index Significant Significant N/A N/A 
Positive Symptom Total Significant Significant N/A N/A 
Sleep Disturbance N/A N/A 
Psychomotor Retardation N/A N/A Significant Significant 
Hysterical Behavior N/A N/A 
Abjection-Disinterest N/A N/A Significant Significant 
Conceptual Dysfunction N/A N/A 
Disorientation N/A N/A 
Excitement N/A N/A 
Euphoria N/A N/A 
Global Pathology Index N/A N/A Significant Significant 
Note. "-" - subscale scores were not significant; "N/A" - subscales not part of the instrument. 
'SCL-90-R subscales were significant at pretest if the T-score was > 63. 
"BSI subscales were significant at baseline if two or more of the baseline T-scores were > 63. 
' DPRS subscales were significant if the rater endorsed two or more ratings of~ or higher at any 
time during the study period. 
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Table 43 
Changes on Significant Subscales Across All Instruments in Experiment 2 for Subject MP1 
DPRS' 
SCL-90-R' Time-series analysis 
Family 
Subscale Posttest Follow-Up BSI' trend Therapist consultant 
Somatization T < 63 Improved Improved No change No change 
Obsessive-Compulsive Improved Improved Improved 
Interpersonal Sensitivity Improved T < 63 Improved No change Improved 
Depression Improved Improved Improved No change Improved 
Anxiety T < 63 T < 63 Improved No change 
Hostility Improved Improved Improved No change 
Phobic Anxiety T < 63 T < 63 Improved 
Paranoid Ideation Improved Improved Improved No change 
Psychoticism Improved T < 63 Improved 
Global Severity Index Improved Improved Improved N/A N/A 
Positive Symptom Distress Index T < 63 T < 63 Improved N/A N/A 
Positive Symptom Total No change Improved No change N/A N/A 
Sleep Disturbance N/A N/A 
Psychomotor Retardation N/A N/A Improved Improved 
Hysterical Behavior N/A N/A 
Abjection-Disinterest N/A N/A No change No change 
Conceptual Dysfunction N/A N/A 
Disorientation N/A N/A 
Excitement N/A N/A 
Euphoria N/A N/A 
Global Pathology Index N/A N/A No change No change 
Note. "-"- subscale scores were not significant; "N/A"- subscales not part of the instrument. 
'For SCL-90-R, improved= 1 or more T-scores lower than at pretest, butT > 63. 
°For BSI, improved =downward trend in scores on visual analysis of graphed data, butT > 63. 
' For DPRS, improved = ;1; score > 1.64 and visual analysis. 
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Table 44 
Significant Subscales Across All Instruments and Periods of Experiment 2 for Subject MP2 
Treatment 
DPRS' 
Pretest Baseline Family 
Subscale SCL-90-R' BSI' Therapist consultant 
Somatization 
Obsessive-Compulsive Significant Significant 
Interpersonal Sensitivity Significant Significant 
Depression Significant Significant Significant 
Anxiety Significant 




Global Severity Index Significant Significant N/A N/A 
Positive Symptom Distress Index Significant N/A N/A 
Positive Symptom Total Significant Significant N/A N/A 
Sleep Disturbance N/A N/A Significant 
Psychomotor Retardation N/A N/A 
Hysterical Behavior N/A N/A 
Abjection-Disinterest N/A N/A Significant 
Conceptual Dysfunction N/A N/A Significant 
Disorientation N/A N/A 
Excitement N/A N/A 
Euphoria N/A N/A 
Global Pathology Index N/A N/A Significant 
Note. "-" - subscale scores were not significant; "N/A" - subscales not part of the instrument. 
'SCL-90-R subscales were significant at pretest if the T-score was > 63. 
0BSI subscales were significant at baseline if two or more of the baseline T-scores were > 63. 
'DPRS subscales were significant if the rater endorsed two or more ratings of~ or higher at any 
time during the study period. 
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Table 45 
Changes on Significant Subscales Across All Instruments in Experiment 2 for Subject MP2 
DPRS' 
SCL-90-R' Time-series analysis 




Obsessive-Compulsive Improved T<63 Improved 
Interpersonal Sensitivity No change No change 
Depression T < 63 T < 63 Improved No change 
Anxiety No change 
Hostility T < 63 T < 63 Improved 
Phobic Anxiety 
Paranoid Ideation 
Psychoticism No change 
Global Severity Index T < 63 T < 63 Improved NIA NIA 
Positive Symptom Distress Improved NIA NIA 
Index 
Positive Symptom Total T < 63 T < 63 No change NIA NIA 
Sleep Disturbance N/A NIA No change 
Psychomotor Retardation N/A NIA 
Hysterical Behavior NIA NIA 
Abjection-Disinterest NIA NIA No change 
Conceptual Dysfunction NIA NIA Improved 
Disorientation NIA NIA 
Excitement NIA NIA 
Euphoria NIA NIA 
Global Pathology Index NIA NIA No change 
Note. "-" = subscale scores were not significant; "N/A" = subscales not part of the instrument. 
'For SCL-90-R, improved= 1 or more T-scores lower than at pretest, butT > 63. 
bFor BSI, improved= downward trend in scores on visual analysis of graphed data, butT > 63. 
' For DPRS, improved = f: score > 1.64 and visual analysis. 
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Table 46 
Significant Subscales Across All Instruments and Periods of Experiment 2 for Subject MP3 
Treatment 
DPRS' 
Pretest Baseline Family 
Subscale SCL-90-R' BSI' Therapist consultant 
Somatization 
Obsessive-Compulsive Significant Significant 
Interpersonal Sensitivity Significant Significant 
Depression Significant Significant 
Anxiety Significant Significant Significant 
Hostility Significant Significant Significant Significant 
Phobic Anxiety Significant Significant 
Paranoid Ideation Significant Significant Significant 
Psychoticism Significant 
Global Severity Index Significant Significant N/A N/A 
Positive Symptom Distress Index Significant Significant N/A N/A 
Positive Symptom Total Significant N/A N/A 
Sleep Disturbance N/A N/A Significant 
Psychomotor Retardation N/A N/A 
Hysterical Behavior N/A N/A 
Abjection-Disinterest N/A N/A 
Conceptual Dysfunction N/A N/A 
Disorientation N/A N/A 
Excitement N/A N/A 
Euphoria N/A N/A 
Global Pathology Index N/A N/A Significant Significant 
Note. "--" - subscale scores were not significant; "N/A"- subscales not part of the instrument. 
'SCL -90-R subscales were significant at pretest if the T -score was > 63. 
'BSI subscales were significant at baseline if two or more of the baseline T-scores were > 63. 
'DPRS subscales were significant if the rater endorsed two or more ratings of~ or higher at any 
time during the study period. 
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Table 47 
Changes on Significant Subscales Across All Instruments in Experiment 2 for Subject MP3 
DPRS' 
SCL-90-R' Time-series analysis 




Obsessive-Compulsive No change Improved Improved 
Interpersonal Sensitivity No change No change Improved 
Depression No change T< 63 No change 
Anxiety Improved No change No change 
Hostility Improved Improved Improved No change No change 
Phobic Anxiety T< 63 T < 63 No change 
Paranoid Ideation No change No change Improved No change 
Psychoticism T < 63 T < 63 
Global Severity Index No change T < 63 Improved N/A N/A 
Positive Symptom Distress Improved Improved Improved N/A N/A 
Index 
Positive Symptom Total T <63 T<63 N/A N/A 
Sleep Disturbance N/A N/A No change 
Psychomotor Retardation N/A N/A 
Hysterical Behavior N/A N/A 
Abjection-Disinterest N/A N/A 
Conceptual Dysfunction N/A N/A 
Disorientation N/A N/A 
Excitement N/A N/A 
Euphoria N/A N/A 
Global Pathology Index N/A N/A No change No change 
Note. "-" - subscale scores were not significant; "N/A" - subscales not part of the instrument. 
'For SCL-90-R, improved= 1 or more T-scores lower than at pretest, butT > 63. 
'For BSI , improved = downward trend in scores on visual analysis of graphed data, butT > 63. 
' For DPRS, improved =;;:;score > 1.64 and visual analysis. 
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Table 48 
Significant Subscales Across All Instruments and Periods of Experiment 2 for Subject AA 1 
Treatment 
DPRS' 
Pretest Baseline Family 
Subscale SCL-90-R' BSI' Therapist consultant 
Somatization Significant Significant 
Obsessive-Compulsive Significant Significant 
Interpersonal Sensitivity Significant Significant 
Depression Significant Significant Significant Significant 
Anxiety Significant Significant Significant 
Hostility Significant Significant Significant 
Phobic Anxiety Significant Significant 
Paranoid Ideation Significant Significant Significant 
Psychoticism Significant Significant 
Global Severity Index Significant Significant N/A N/A 
Positive Symptom Distress Index Significant Significant N/A N/A 
Positive Symptom Total Significant Significant N/A N/A 
Sleep Disturbance N/A N/A 
Psychomotor Retardation N/A N/A Significant Significant 
Hysterical Behavior N/A N/A 
Abjection-Disinterest N/A N/A Significant Significant 
Conceptual Dysfunction N/A N/A 
Disorientation N/A N/A 
Excitement N/A N/A 
Euphoria N/A N/A 
Global Pathology Index N/A N/A Significant Significant 
Note. "--"- subscale scores were not significant; "N/A" - subscales not part of the instrument. 
'SCL-90-R subscales were significant at pretest if the T-score was > 63. 
'BSI subscales were significant at baseline if two or more of the baseline T-scores were > 63. 
' DPRS subscales were significant if the rater endorsed two or more ratings of~ or higher at any 
time during the study period. 
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Table 49 
Changes on Significant Subscales Across All Instruments in Experiment 2 for Subject AA 1 
DPRS' 
SCL-90-R' Time-series analysis 
Family 
Subscale Posttest Follow-Up BSI' trend Therapist consultant 
Somatization Improved T < 63 Improved 
Obsessive-Compulsive No Improved No change 
change 
Interpersonal Sensitivity Improved Improved Improved 
Depression Improved Improved Improved Improved No change 
Anxiety Improved T < 63 Improved No change 
Hostility Improved T < 63 Improved No change 
Phobic Anxiety Improved Improved Improved 
Paranoid Ideation Improved T < 63 Improved No change 
Psychoticism Improved T < 63 Improved 
Global Severity Index Improved Improved No change N/A N/A 
Positive Symptom Distress Improved T < 63 Improved N/A N/A 
Index 
Positive Symptom Total Improved Improved No change N/A N/A 
Sleep Disturbance N/A N/A 
Psychomotor Retardation N/A N/A No change No change 
Hysterical Behavior NIA N/A 
Abjection-Disinterest N/A N/A Improved No change 
Conceptual Dysfunction NIA N/A 
Disorientation N/A N/A 
Excitement NIA N/A 
Euphoria NIA N/A 
Global Pathology Index N/A N/A No change No change 
Note. "-" - subscale scores were not significant; "N/A" - subscales not part of the instrument. 
' For SCL-90-R, improved= 1 or more T-scores lower than at pretest, butT > 63. 
'For BSI, improved = downward trend in scores on visual analysis of graphed data, butT > 63. 
' For DPRS, improved =?;score > 1.64 and visual analysis. 
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Table 50 
Significant Subscales Across All Instruments and Periods of Experiment 2 for Subject AA2 
Treatment 
DPRS' 
Pretest Baseline Family 
Subscale SCL-90-R' BSI' Therapist consultant 
Somatization 
Obsessive-Compulsive Significant Significant Significant 
Interpersonal Sensitivity Significant Significant 
Depression 
Anxiety 
Hostility Significant Significant 
Phobic Anxiety 
Paranoid Ideation Significant Significant 
Psychoticism Significant 
Global Severity Index Significant N/A N/A 
Positive Symptom Distress Index Significant N/A N/A 
Positive Symptom Total Significant N/A N/A 
Sleep Disturbance N/A N/A 
Psychomotor Retardation N/A N/A 
Hysterical Behavior N/A N/A 
Abjection-Disinterest N/A N/A 
Conceptual Dysfunction N/A N/A 
Disorientation N/A N/A 
Excitement N/A N/A Significant 
Euphoria N/A N/A Significant 
Global Pathology Index N/A N/A Significant 
Note. "-" - subscale scores were not significant; "N/A" - subscales not part of the instrument. 
'SCL-90-R subscales were significant at pretest if the T-score was > 63. 
'BSI subscales were significant at baseline if two or more of the baseline T-scores were > 63. 
'DPRS subscales were significant if the rater endorsed two or more ratings of~ or higher at any 
time during the study period. 
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Table 51 
Changes on Significant Subscales Across All Instruments in Experiment 2 for Subject AA2 
DPRS' 
SCL-90-R' Time-series analysis 
Family 
Subscale Posttest Follow-Up BSI' trend Therapist consultant 
Somatization 
Obsessive-Compulsive T < 63 T < 63 Improved No change 
Interpersonal Sensitivity No change T <63 Improved 
Depression 
Anxiety 
Hostility Improved No change 
Phobic Anxiety 
Paranoid Ideation No change No change Improved 
Psychoticism No change 
Global Severity Index Improved N/A N/A 
Positive Symptom Distress T < 63 T < 63 N/A N/A 
Index 
Positive Symptom Total Improved N/A N/A 
Sleep Disturbance I~/ A NiA 
Psychomotor Retardation N/A N/A 
Hysterical Behavior N/A N/A 
Abjection-Disinterest N/A N/A 
Conceptual Dysfunction N/A N/A 
Disorientation N/A NIA 
Excitement N/A N/A No change 
Euphoria N/A N/A No change 
Global Pathology Index N/A NIA Improved 
Note. "-" - subscale scores were not significant; "N/A" = subscales not part of the instrument. 
'For SCL-90-R, improved= 1 or more T-scores lower than at pretest, butT > 63. 
"For BSI , improved = downward trend in scores on visual analysis of graphed data, butT > 63. 
'For DPRS, improved = ?; score > 1.64 and visual analysis. 
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Table 52 
Significant Subscales Across All Instruments and Periods of Experiment 2 for Subject AA3 
Treatment 
DPRS' 
Pretest Baseline Family 
Subscale SCL-90-R' BSI' Therapist consultant 
Somatization 
Obsessive-Compulsive Significant Significant 
Interpersonal Sensitivity Significant Significant Significant 
Depression Significant Significant Significant 
Anxiety Significant 
Hostility Significant Significant 
Phobic Anxiety 
Paranoid Ideation Significant Significant 
Psychoticism Significant Significant 
Global Severity Index Significant Significant N/A N/A 
Positive Symptom Distress Index Significant Significant N/A N/A 
Positive Symptom Total Significant Significant N/A N/A 
Sleep Disturbance N/A N/A Significant 
Psychomotor Retardation NIA N/A Significant 
Hysterical Behavior N/A NIA 
Abjection-Disinterest N/A N/A 
Conceptual Dysfunction N/A N/A 
Disorientation N/A N/A 
Excitement N/A N/A 
Euphoria N/A N/A 
Global Pathology Index N/A N/A Significant 
Note. "-" - subscale scores were not significant; "N/A" - subscales not part of the instrument. 
'SCL-90-R subscales were significant at pretest if the T-score was > 63. 
'BSI subscales were significant at baseline if two or more of the baseline T-scores were > 63. 
'DPRS subscales were significant if the rater endorsed two or more ratings of~ or higher at any 
time during the study period. 
129 
Table 53 
Changes on Significant Subscales Across All Instruments in Experiment 2 for Subject AA3 
DPRS' 
SCL-90-R' Time-series analysis 
Family 
Subscale Posttest Follow-Up BSI' trend Therapist consultant 
Somatization 
Obsessive-Compulsive Improved Improved Improved 
Interpersonal Sensitivity Improved Improved Improved No change 
Depression Improved Improved Improved Improved 
Anxiety T < 63 T < 63 
Hostility Improved Improved Improved 
Phobic Anxiety 
Paranoid Ideation Improved Improved Improved 
Psychoticism Improved Improved Improved 
Global Severity Index Improved Improved Improved N/A N/A 
Positive Symptom Distress T < 63 T < 63 Improved N/A N/A 
Index 
Positive Symptom Total Improved Improved No change N/A N/A 
Slaep Disturbance NiA N/A No change 
Psychomotor Retardation N/A NIA Improved 
Hysterical Behavior N/A N/A 
Abjection-Disinterest N/A N/A 
Conceptual Dysfunction N/A N/A 
Disorientation N/A N/A 
Excitement N/A N/A 
Euphoria NIA N/A 
Global Pathology Index N/A N/A No change 
Note. "-" = subscale scores were not significant; "N/A" - subscales not part of the instrument. 
'For SCL-90-R, improved= 1 or more T-scores lower than at pretest, butT > 63. 
'For BSI , improved = downward trend in scores on visual analysis of graphed data, butT > 63. 
'For DPRS, improved=;:: score > 1.64 and visual analysis. 
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Table 54 
Percentage of Agreement on HTEC and ACCL Between Therapists and Trained Observers 
Session 3 
Therapist vs Therapist vs expert Nonexpert observer vs 
nonexpert observer observer expert observer 
Subject HTEC ACCL HTEC ACCL HTEC ACCL 
MP1 88% 80% 
MP2 69% 72% 
MP3 67% 76% 94% 84% 63% 92% 
AA1 ' 
AA2 75% 64% 
AA3 75% 68% 
'Videotapes not available for Subject AA 1 due to technical difficulties described earlier. 
HTEC and ACCL ratings by the therapist are available for eight therapy sessions per 
therapist (Subjects MP3 and AA3 missing Session 9 data). Tables 55 and 56 show frequency 
counts for each therapist and total frequency counts for each HTEC and ACCL item. Items 
occurring during at least half of the therapy sessions (four sessions per therapist) can be viewed 
as typical elements of the current home-based therapy experience. 
HTEC. For Therapist MP, 10 of the 16 HTEC items occurred in four or more sessions. 
For Therapist AA, 8 of the 16 HTEC items occurred in four or more sessions. Sessions with 
Therapist MP more frequently included goal-setting and planning, client reports of comfort with 
the therapy experience, and modeling of skills by the therapist. 
The results for one item-The client directed the therapist to a particular seat or chose 
her seat first-were strongly affected by the demands of the experiment. Therapist MP marked 
this item for three sessions, while Therapist AA marked this item for seven sessions. The 
therapy sessions that included completion of the HTEC and the ACCL also included videotaping. 
Therapist AA set up and operated the video camera for all sessions for both therapists. 
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Table 55 
















Home-based Therapy Events Checklist 
AA Which of the following occurred during this therapy session: 
0 The client and therapist set goals and activities to meet those goals. 









The client reported that she was comfortable or pleased with the therapist 
and/or the home-based therapy experience. 
The therapist engaged in didactic teaching. 
The session was interrupted by an event such as the phone ringing, the 
doorbell, individuals not involved in therapy entering the room, the TV 
being turned on, etc. 
The client became involved in a crisis or conflict during the therapy 
session with another family member (not as a planned part of the session). 
The therapist and client engaged in casual conversation prior to or 
following the therapy session. 
The therapist intervened when the client became involved in a crisis or 
conflict during the therapy session with another family member (not as a 
planned part of the therapy session). 
The therapist commented on changes in the living environment such as 
increased cleanliness, furniture moved, etc. 
The therapist modeled a new skill for the client. 
The client appeared to be comfortable in the therapy session as evidenced 
by lounging in her chair, taking her shoes off, wearing pajamas, etc. 





The client directed the therapist to a particular seat or chose her seat first. 
The therapist assisted the client in receiving services from other 
community agencies or extended family by discussing the availability of 
those services, contacting the service provider during the session, 
encouraging the client to contact the service provider, etc. 
The therapist offered emotional support to the client by providing 
encouragement and/or praise. 
The therapist talked about her own personal experience with the client. 
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Table 56 


























Steps in Action Counseling 
1. Model and generate acceptance, validation and respect for the family 
(individual) and each of its members. 
The therapist asked the client to describe the problem. 
The therapist showed active listening skills. 
The therapist asked the client to describe strengths and 
accomplishments or reframed client descriptions in a positive way. 
2. Structure the counseling session and organize the family (individual) for the 
task. 
The therapist made or discussed rules for the session. 
The therapist confronted off-task behavior. 
3. Identify and clarify important goals, their meaning to the family (individual), 
each member, and others, and their probable consequences. 
The therapist asked the client to state goals. 
The therapist asked questions about specific goals for clarification or for 
operationalization. 
The therapist restated goals in positive terms. 
The therapist asked the client to describe the consequences of each 
goal for herself and the family. 
4. Create an action plan to achieve the goals stated. 
The therapist asked the client to brainstorm courses of action. 
The therapist helped the client to evaluate the possible courses of 
action. 
The therapist asked the client to state strengths that would help her to 
accomplish the chosen plan. 
The therapist asked the client to make a commitment to accomplish the 




MP AA Steps in Action Counseling 
5. Identify and overcome the obstacles that may arise. 
5 3 The therapist asked the client to describe obstacles to accomplishment 
of the plan. 
8 3 The therapist provided support and encouragement. 
6 The therapist engaged in didactic teaching. 
6. Practice any new behaviors involved in the execution of the plan. 
0 The client practiced new behavior. 
5 The therapist modeled a skill. 
0 The client and therapist engaged in a role play. 
5 0 The therapist praised correct skills. 
7. Obtain a firm commitment from each person to be responsible for his/her part 
and to help make the entire plan work. 
7 The therapist assigned homework. 
5 0 The client stated that she would complete the homework. 
8. Follow-up and evaluate the results in order to make improvements and 
reinforce new, effective behavior. 
8 5 The therapist asked for a report on completion of last session's 
homework. 
8 0 The therapist praised accomplishment of homework tasks. 
9. Provide constant feedback within the family so that they will always know 
where they stand. 
8 8 The therapist provided positive constructive feedback (see 5b, 6d) at 
least one time per each ten minute segment of the session. 
N/A N/A 10. Choose the next goal , if necessary, and repeat the process. 
Therefore, in sessions with Therapist AA, the subjects typically sat down while Therapist AA set 
up the video equipment. In sessions with Therapist MP, the subjects and Therapist MP 
negotiated seating arrangements while Therapist AA set up the video equipment. 
ACCL. For Therapist MP, 20 of the 25 ACCL items occurred in four or more sessions. 
For Therapist AA, only 10 of the 25 ACCL items occurred in four or more sessions. Sessions 
with Therapist MP more frequently included discussion of rules for the therapy experience, 
asking the client to make a commitment to achieving goals, identifying obstacles that could 
interfere with goal achievement, practicing new behaviors, assigning homework, and praising 
accomplishment of homework tasks. 
134 
Therapy success versus therapy content. To analyze the success of the therapy 
experience versus the content of therapy sessions, an attempt was made to rank-order the 
subjects in terms of pretest and posttest scores on the SCL-90-R. However, since the scores 
and pattern of scores at pretest showed wide variety among the subjects, a reasonable rank-
order could not be found. Therefore, the examination of therapy success versus therapy content 
was undertaken with two subjects, Subject MP2 and Subject AA 1. 
At posttest, Subject MP2 had the most successful therapy experience in Experiment 2 
with symptom reduction below the caseness criteria on four of five elevated subscales of the 
SCL-90-R. Subject AA 1 had the least successful experience at posttest with 12 significant 
subscales on the SCL-90-R at pretest and posttest. For the HTEC (Table 57), frequency counts 
of each item endorsed by the therapist across the three therapy sessions rated (Sessions 3, 6, 
and 9) allowed for comparison of events for these two subjects. Since the maximum possible 
frequency for each subject was equal to three, differences in frequency between Subject MP2 
and Subject AA 1 of two or more were considered significant. Similarly, with the ACCL (Table 
58), frequency counts of each numbered item across the three sessions offered comparison 
data. For the ACCL, each numbered item had between one and four subitems. Thus, the total 
frequency count for each item was the sum of these sub items. Differences in frequency of one 
half the total possible frequency or more were considered significant (i.e. , if the total possible 
was equal to 12, a difference of 6 or more was significant.) 
On the HTEC, significant differences were identified for four events that occurred during 
the sessions: 
1. The client and therapist set goals and activities to meet those goals. 
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Table 57 
Frequency Counts of Items Endorsed by Therapist on HTEC for Sessions 3 6 and 9 with 
Subjects MP2 and AA1 (Total Possible Frequency for Each Item= 3) 
Home-Based Therapy Events Checklist 
Which of the following occurred during this therapy session: 
The client and therapist set goals and activities to meet those goals. 
The client practiced a new behavior with coaching from the therapist. 
The client reported that she was comfortable or pleased with the therapist and/or the 
home-based therapy experience. 
The therapist engaged in didactic teaching. 
The session was interrupted by an event such as the phone ringing, the doorbell, 
individuals not involved in therapy entering the room, the TV being turned on, etc. 
The client became involved in a crisis or conflict during the therapy session with another 
family member (not as a planned part of the therapy session). 
The therapist and client engaged in casual conversation prior to or following the therapy 
session. 
The therapist intervened when the client became involved in a crisis or conflict during the 
therapy session with another family member (not as a planned part of the therapy 
session) . 
The therapist commented on changes in the living environment such as increased 
cleanliness, furniture moved, etc. 
The therapist modeled a new skill for the client. 
The client appeared to be comfortable in the therapy session as evidenced by lounging in 
her chair, taking her shoes off, wearing pajamas to the session, etc. 
The therapist and client engaged in role playing activities. 
The client directed the therapist to a particular seat or chose her seat first. 
The therapist assisted the client in receiving services from other community agencies or 
extended family by discussing the availability of those services, contacting the service 
provider during the session, encouraging the client to contact the service provider, etc. 
The therapist offered emotional support to the client by providing encouragement and/or 
praise. 
The therapist talked about her own personal experience with the client. 
2. The therapist engaged in didactic teaching. 
3. The client directed the therapist to a particular seat or chose her seat first. 
4. The therapist talked about her own personal experience with the client. 
Table 58 
Frequency Counts of Items Endorsed by Therapist on ACCL for Sessions 3 6 and 9 with 
Subjects MP2 and AA1 
Total Subject 
possible MP2 AA1 Steps in Action Counseling 
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9 9 8 Model and generate acceptance, validation and respect for the family (individual) 
and each of its members. 
6 2 0 Structure the counseling session and organize the family (individual) for the task. 
12 9 6 Identify and clarify important goals, their meaning to the family (individual), each 
member, and others, and their probable consequences. 
12 9 5 Create an action plan to achieve the goals stated. 
9 9 Identify and overcome the obstacles that may arise. 
12 7 0 Practice any new behaviors involved in the execution of the plan. 
6 3 0 Obtain a firm commitment from each person to be responsible for his/her part 
and to help make the entire plan work. 
6 6 2 Follow-up and evaluate the results in order to make improvements and reinforce 
new, effective behavior. 
3 Provide constant feedback within the family so that they will always know where 
they stand. 
NIA N/A NIA Choose the next goal, if necessary, and repeat the process. 
On the ACCL, four items also showed significant differences in events that occurred 
during the sessions: 
1. Identify and overcome the obstacles that may arise. 
2. Practice any new behaviors involved in the execution of the plan. 
3. Obtain a firm commitment from each person to be responsible for his/her part and to 
help make the entire plan work. 
4. Follow up and evaluate the results in order to make improvements and reinforce 
new, effective behavior. 
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This chapter has detailed results in Experiment 1 and Experiment 2. In the following 
chapter, these results will be discussed in terms of agreement with previously published 
literature and hypotheses regarding new findings. Additionally, limitations of the current study 





Experiment 1 addressed the delineation of mental health problems in families 
characterized as multiproblem. The summary of SCL-90-R results for adult family members and 
comparison of these results to the SCL-90-R normative cohorts provided the basis for answering 
this question. 
For female subjects in this study, mean scores on all 12 subscales of the SCL-90-R were 
higher than those of the nonpatient normative cohort. Using the standardized mean difference 
effect size (Borg & Gall, 1989), significant effect sizes were obtained for the comparisons of the 
female subjects' means to the nonpatient cohort means on the Obsessive-Compulsive, 
Depression, Hostility, and Global Severity Index subscales. Significant effect sizes were also 
obtained for the comparisons of means between the female subjects and the psychiatric 
outpatient cohort (Somatization, Obsessive-Compulsive, Interpersonal Sensitivity, Depression, 
Hostility, Global Severity Index, Positive Symptom Total). 
Higher mean scores for the sample of CFP males were also obtained on all12 scales of 
the SCL-90-R as compared to the nonpatient normative cohort. However, significant effect sizes 
were evident for the Depression subscale only. No significant effect sizes were found in the 
comparison between the means of the male subjects and the means of the psychiatric outpatient 
cohort. 
Finally, for the sample of CFP adults (females and males combined), mean scores on the 
SCL-90-R were higher than the mean scores of the nonpatient normative cohort for every 
subscale. However, none of these comparisons had significant effect sizes. Four significant 
effect sizes were obtained for the comparisons of the means of the CFP adults to the subscale 
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means of the psychiatric outpatient cohort (Somatization, Obsessive-Compulsive, Hostility, and 
Positive Symptom Total) . 
Consistent with research findings on women's mental health, the female subjects of 
Experiment 1 showed symptoms of significant concern across more subscales (Somatization, 
Obsessive-Compulsive, Interpersonal Sensitivity, Depression, Hostility, Global Severity Index, 
and Positive Symptom Total) of the SCL -90-R as compared to the male subjects of Experiment 1 
(Depression subscale only) . Also for the female subjects, significant effect sizes were obtained 
for two of the three global subscales (Global Severity Index and Positive Symptom Total); the 
male subjects did not obtain significant effects sizes on any of the global subscales. 
Investigations studying the incidence of mental illness in samples of low-income women have 
consistently found a higher incidence in comparison to women of other income groups and to 
men of all income groups (Belle, 1990; Dare, 1993; Morrissey, 1995; Russo, 1990; Thomas, 
1994 ). This higher incidence has been attributed to the multiple roles played by women in 
today's society (Russo, 1990), to the concentration of poverty among women and children (Belle, 
1990; Morrissey, 1995; Russo, 1990; Thomas, 1994), to women's overexposure to violence 
especially in low-income groups (Morrissey, 1995; Russo, 1990), to societal devaluation of 
women (Morrissey, 1995), and to the disproportionate number of single-parent families headed 
by women (Dare, 1993). 
In support of these theories about the incidence of mental illness in low-income women, 
CFP staff members are able to relate numerous individual stories about women in CFP families 
taking on roles as mother, employee, and student to aid their families in moving towards 
economic self-sufficiency. Equally supportive of these theories is the fact that the female 
subsample of the CFP included all 10 single parents involved in Experiment 1 and 27 families 
who still had incomes below the poverty level at the time of their involvement in Experiment 1. 
Interestingly, in this sample, single female heads-of-household obtained lower scores on the 
SCL-90-R than married female heads-of-household (differences were not statistically significant). 
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Additionally, findings from other research studies conducted by CFP staff members suggest that 
more males have significant mental health needs than females (S. Striefel , personal 
communication, November 5, 1996). These results will require further examination in order to 
understand more fully the relationships involved. Unfortunately, the parameters of the current 
study did not allow for further exploration of these possible attributions regarding the higher 
incidence of mental illness in low-income women. 
Symptoms of depression were of significant concern in both the female and male CFP 
samples. While these results are consistent with findings from research on women's mental 
health, high rates of depression in male subjects is an unusual finding (Holzer et al. , 1986; 
Morrissey, 1995; Robins, Locke, & Regier, 1991 , Russo, 1990; Turkington, 1992). Kessler 
(1979) suggested that depression in women is ''functionally equivalent" (p. 269) to alcoholism in 
men and in the studies described above (Holzer et al., 1986; Robins et al. , 1991; Russo, 1990; 
Turkington, 1992), authors reported higher rates of alcohol/substance abuse/dependence in men 
compared to women. Two possible explanations seem reasonable. First, the SCL-90-R does 
not include any items that assess alcohol/drug use/abuse/dependence. Symptoms of alcoholism 
may not be evident simply because they were not assessed in this sample. In fact, on the FBSP 
needs assessment completed in the 3 months prior to assessment on the SCL -90-R, 28 subjects 
identified needs related to alcohol and substance abuse. Second, geographic location may play 
a role in explaining the conflicting results of the current study. The predominant religious 
denomination found in Utah is The Church of Jesus Christ of Latter -day Saints. This 
denomination proscribes strong beliefs regarding consumption of alcoholic beverages (Church of 
Jesus Christ of Latter-day Saints, 1989). Perhaps the males of this sample demonstrated 
depression rather than alcoholism in part because of these cultural prohibitions. 
For three subscales (Somatization, Obsessive-Compulsive, and Hostility), significant 
effect sizes were obtained for the female sample and the adult sample (females and males 
combined). Given the proportion of females to males in the combined sample aJld the significant 
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effect sizes for the female sample, it is reasonable to assume that the significant effect sizes in 
the combined sample are attributable to the scores of the female subsample. Potential 
interpretation for these results will therefore be explored in terms of theories regarding women's 
mental health. Results of prior research on women's mental health issues support the finding of 
higher somatization and obsessive-compulsive symptomology in women as compared to men 
(Morrissey, 1995; Robins et al., 1991 ; Russo, 1990). 
The Somatization subscale of the SCL-90-R focuses on symptoms of physical distress 
that may be related to mental illness. Pennebaker and Watson (1991) proposed that males and 
females were fundamentally different in information processing with the result being more 
somatic concerns in women. Findings from their research indicated that women were very 
sensitive to external environmental cues while men were more responsive to internal 
physiological cues in making judgments about physical distress. Women, therefore, were more 
likely to respond to external stressful events with reports of physical symptoms. These results 
may be particularly relevant to the current study due to the multiproblem status of these families. 
The CFP females in Experiment 1 experienced between one and seven external problem areas 
that have been associated with high levels of distress and dysfunction. 
The Obsessive-Compulsive subscale of the SCL-90-R focuses on symptoms of 
obsessive thinking, compulsive activity, and general difficulties in cognitive performance. 
Noshirvani, Kasvikis, Marks, Tsakiris, and Monteiro (1991) explained that differences in 
obsessive-compulsive disorder in females versus males arose from two distinct subtypes of the 
disorder. Their research findings suggested that, for males, obsessive-compulsive disorder 
might be linked to genetic factors. For females, Noshirvani et al. (1991) proposed that 
obsessive-compulsive symptoms were more likely to emerge in conjunction with episodes of 
depression and to remain after the symptoms of depression have abated. The high rate of 
depression in the CFP female subsample supports the Noshirvani proposal. 
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The significant effect sizes found for the Hostility subscale do not find particular support 
in literature related to women's mental health. However, Hostility and Interpersonal Sensitivity 
(significant effect size for CFP females) have been discussed in studies of multiproblem families 
and their contacts with social service agencies (Karon & VandenBos, 1977; Rabin, 1989). When 
an individual or family is viewed as unable to handle problems and unable to find adequate help 
in the community (Kaplan, 1986; Selig, 1976; Spencer, 1970), the community may be viewed as 
an adversary. Social service, health care, and criminal justice agencies often seem to 
low-income families as powerful, impersonal institutions that are working to break the family 
apart (Halpern, 1993; Karon & VandenBos, 1977). Hostility and violence may be viewed as the 
only means of getting positive results from these agencies (Rabin, 1989). The staff members of 
the CFP are committed to providing an agency that works in personal partnerships with families 
to access services. The finding of continued hostility in the subjects involved in Experiment 1 
suggests that overcoming the distrust and negative experiences associated with other agencies 
may require a long-term, consistent focus on partnership by CFP staff. 
Despite the findings of significant effect sizes in support of the psychological distress 
described above, these results are tempered by the fac:t that flO significant effect sizes were 
obtained for the means of the sample of CFP adults in comparison to the means of the 
nonpatient normative cohort. Thus, although the psychological distress scores for the sample 
were similar to those for the psychiatric cohorts, the measurement characteristics of the 
SCL-90-R moderate a stronger interpretation of these results as discussed later in the limitations 
section of this chapter. 
In conjunction with the question of the nature and magnitude of mental health concerns 
expressed by the families of the CFP, some attention was given to delineating their multiproblem 
status. Twelve potential problems could be assessed using data available from the CFP. The 
individuals involved in Experiment 1 experienced between one and seven of these problem areas 
in their families. In prior literature on multiproblem families (Carlson, 1992; Colon, 1980; Janzen 
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& Harris, 1986; Kaplan, 1986; Kaplan & Girard, 1994; Rabin, 1989; Rabin et al. , 1982; Selig, 
1976; Spencer, 1970; Wood & Geismar, 1989), authors did not attempt to define multiproblem in 
terms of a specific number of difficulties experienced. However, given that 66% of the females, 
50% of the males, and 68% of the families in this sample experienced four or more serious 
problems, it is reasonable to believe this sample is representative of multiproblem families. 
When provided with the opportunity to self-identify areas of need, these subjects endorsed an 
average of 10 needs encompassing all 12 areas of the FBSP. One individual identified 45 
separate needs for her family out of a total of 95 possible. 
In summary, the results of Experiment 1 suggest the following conclusions regarding the 
mental health and multiproblem status of the families enrolled in the CFP: 
1. Significant psychological distress as measured by the SCL -90-R is an issue for 
individuals enrolled in the CFP, particularly for female heads-of-household. 
2. Significant symptoms of depression as measured by the SCL-90-R are evident in 
female and male CFP heads-of-household. 
3. The CFP sample is representative of multiproblem families as measured by type 
and number of problems experienced. 
Experiment 2 
Experiment 2 addressed the efficacy of home-based therapy in decreasing psychological 
symptoms in a sample of six CFP adult females. These subjects were selected for participation 
in the study based on the severity of their SCL-90-R scores. Additionally, the investigation in 
Experiment 2 examined the content of home-based therapy sessions and the relationship 
between content and symptom reduction. 
Comparison of Experiment 2 Sample to Experiment 1 Sample 
Although the individuals involved in Experiment 2 were selected from the Experiment 1 
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sample based on their extreme scores on the SCL-90-R, there were no statistically significant 
differences between these two groups on seven demographic variables at pretest. It is therefore 
reasonable to suggest that results from Experiment 2 are generalizable to the Experiment 1 
sample and to the target population defined as individual members of multiproblem families. 
Severity of Symotoms in Experiment 2 Sample 
The Experiment 2 sample was significantly different from the nonpatient normative cohort 
on all SCL-90-R subscales in terms of effect sizes. The sample was also similar to the outpatient 
psychiatric cohort on all 12 SCL -90-R subscales. Thus, the six individuals chosen for 
Experiment 2 based on the severity of their symptoms demonstrated strong evidence of mental 
illness as compared to the normative cohorts of the SCL-90-R. Given the similarities of the 
sample to the psychiatric outpatient cohort, it is reasonable to believe that therapeutic 
intervention was appropriate for the subjects of Experiment 2. 
Discussion of Single-Subject Data 
.S.~LM...£1 
Subject MP1 showed a downward trend in scores on 12 of 12 significant BSI subscales 
during the treatment period with 5 of the 12 scores dropping below the caseness criteria. On the 
DPRS, Subject MP1 was rated by the Family Consultant as showing improvement in scores for 
three of six significant subscales and by the therapist for one of nine significant subscales. On 
the SCL-90-R, Subject MP1 showed treatment success at posttest on 4 subscales and at 
follow-up on 5 subscales after a pretest showing significant scores on 12 subscales. Despite this 
success, her score profile on the SCL-90-R continued to meet both definitions of caseness at 
posttest (eight subscale scores greater than or equal to 63 including the Global Severity Index) 
and follow-up (seven subscale scores greater than or equal to 63 including the Global Severity 
Index). 
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These results suggest that home-based therapy was moderately successful in mediating 
the psychological distress experienced by Subject MP1 . It is reasonable to believe from the 
continued downward trend in scores on the BSI throughout the treatment period (i.e., no plateau 
in scores at termination) that additional treatment sessions may have produced even more 
positive results. Treatment duration is an issue of overall relevance to the current study and is 
d iscussed in depth later. A significant advantage of home-based treatment for this subject was 
her strong resistance to seeking mental health care from more traditional service providers as a 
result of previous negative experiences with other community providers. The importance of this 
advantage to home-based services is also discussed further later in this chapter. Thus, the 
treatment provided in Experiment 2 was highly successful in engaging this individual in mental 
health services that would not have been accessed elsewhere. 
Subject MP2 
Subject MP2 showed a downward trend in scores on five of seven significant BSI 
subscales during the treatment period. Interpretation of this downward trend was complicated by 
a rise in scores on 10 subscales at the ninth session. It is reasonable to believe that a 
significant external stressor influenced these scores regardless of the therapeutic support 
available. The influence of external stressors plays a significant role in any services to 
multiproblem families. This influence is discussed in depth later in this chapter. On the DPRS, 
Subject MP2 was rated by the Family Consultant as showing improvement in scores for one of 
two significant subscales and by the therapist for zero of six significant subscales. On the 
SCL-90-R, Subject MP2 showed treatment success at posttest on four subscales and at 
follow-up on five subscales after a pretest showing significant scores on five subscales. Her 
score profile did not meet either definition of caseness at posttest or at follow-up. 
These results suggest that home-based therapy was very successful in mediating the 
psychological distress experienced by Subject MP2. On the SCL-90-R, this subject did not 
exhibit mental illness warranting further treatment after nine home-based therapy sessions. As 
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with Subject MP1 , Subject MP2 also considered home-based therapy to be very advantageous 
because she would not have chosen to seek mental care through a traditional service provider 
as a result of concerns about social stigma expressed by other members of her family (see 
additional discussion later in this chapter). 
Subject MP3 
Subject MP3 showed a downward trend in scores on seven of eight significant BSI 
subsca/es during the treatment period with six of the eight scores dropping below the case ness 
criteria. On the DPRS, Subject MP3 was rated by the Family Consultant as showing 
improvement in scores for zero of four significant subsca/es and by the therapist for zero of five 
significant subscales. On the SCL-90-R, Subject MP3 showed treatment success at posttest on 
3 subscales and at follow-up on 5 subsca/es after a pretest showing significant scores on 1 0 
subscales. Despite this success, her score profile on the SCL-90-R continued to meet both 
definitions of caseness at posttest (seven subscale scores greater than or equal to 63) and one 
definition of caseness at follow-up (five subscale scores greater than or equal to 63 not including 
the Global Severity Index). 
These results suggest that home-based therapy was moderately successful in mediating 
the psychological distress experienced by Subject MP3. It is reasonable to believe from the 
continued downward trend in scores on the BSJ throughout the treatment period (i.e., no plateau 
in scores at termination) that additional treatment sessions may have produced even more 
positive results. Subject MP3 completed eight sessions during Experiment 2 and was unable to 
complete the final session due to several external stressors that arose in the final month of the 
treatment period. The impact of additional external demands such as those experienced by this 
subject speaks strongly to the practical impediments to mental health services experienced by 
multiproblem families. As noted earlier, this issue is discussed in depth later in this chapter. 
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Subject AA1 
Subject AA1 showed a downward trend in scores on 9 of 12 significant BSI subscales 
during the treatment period. Scores on the remaining three significant subscales showed the 
maximum T -score value throughout the treatment period. None of her subscale scores dropped 
below the caseness criteria. On the DPRS, Subject AA 1 was rated by the Family Consultant as 
showing improvement in scores for zero of four significant subscales and by the therapist for two 
of seven significant subscales. On the SCL-90-R, Subject AA1 showed treatment success at 
posttest on 0 subscales and at follow-up on 6 subscales after a pretest showing significant 
scores on 12 subscales. Despite this success, her score profile continued to meet both 
definitions of caseness at posttest (12 subscale scores including the Global Severity Index 
greater than or equal to 63) and follow-up (6 subscale scores including the Global Severity Index 
greater than or equal to 63). 
These results suggest that home-based therapy lasting for nine treatment sessions was 
only mildly successful in mediating the psychological distress experienced by Subject AA1 . 
However, with four additional sessions, home-based therapy was moderately successful (see 
further discussion of treatment duration later). One additional factor that may have influenced 
therapy success for this subject was her ethnicity. Subject AA 1 was one of two subjects in 
Experiment 2 who did not identify her ethnicity as Caucasian. She identified her ethnicity as 
American Indian and regularly participated in cultural activities, including taking a leadership role 
in the Native American student organization at her community college. Therapist AA was 
Caucasian. The potential importance of cultural identification and ethnic differences between 
therapist and client is discussed later. 
Subject AA2 
Subject AA2 showed a downward trend in scores on six of seven significant BSI 
subscales during the treatment period with four scores dropping below the caseness criteria. On 
the DPRS, Subject AA2 was rated by the Family Consultant as showing improvement in scores 
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for zero of two significant subscales and by the therapist for one of three significant subscales. 
On the SCL-90-R, Subject AA2 showed treatment success at posttest on two subscales and at 
follow-up on three subscales after a pretest showing significant scores on four subscales. Her 
score profile met only one definition of caseness at posttest (four subscale scores not including 
the Global Severity Index greater than or equal to 63) and at follow-up (two subscale scores not 
including the Global Severity Index greater than or equal to 63). 
These results suggest that home-based therapy was moderately successful in mediating 
the psychological distress experienced by Subject AA2. As with Subject AA 1, the results for 
Subject AA2 may have been affected by cultural differences between the therapist and subject 
(see discussion later). Subject AA2 identified her ethnicity as Asian American although she 
expressed few cultural differences during the treatment period. Treatment sessions for Subject 
AA2 also frequently included her 1-year-old son because a babysitter was often not available. 
As a result , sessions with this subject often seemed less focused to Therapist AA as compared to 
sessions with other subjects. 
Subject AA3 
Subject AA3 showed a downward trend in scores on eight of nine significant BSI 
subscales during the treatment period with one score dropping below the caseness criteria. On 
the DPRS, Subject AA3 was rated by the therapist as showing improvement in scores for two of 
five significant subscales. On the SCL-90-R, Subject AA3 showed treatment success at posttest 
on 2 subscales and at follow-up on 2 subscales after a pretest showing significant scores on 10 
subscales. Despite this success, her score profile continued to meet both definitions of 
case ness at posttest (eight subscale scores including the Global Severity Index greater than or 
equal to 63) and follow-up (seven subscale scores including the Global Severity Index greater 
than or equal to 63 ). 
These results suggest that home-based therapy was only mildly successful in mediating 
the psychological distress experienced by Subject AA3, even with seven additional treatment 
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sessions. Despite these results, Subject AA3 expressed strong appreciation for these services 
and reported positive benefits for herself and her family. The practical difficulties experienced by 
this subject and her family during the treatment period likely made a strong contribution in 
explaining the seemingly negative results. In particular, the psychological distress reported by 
Subject AA3 was sustained by the demands of a chronically ill child whose care often resulted in 
only 2 to 3 hours of sleep per night for the subject. Additionally, the stressors experienced by 
this family were practical impediments to receipt of any mental health services. Therefore, 
home-based mental health care was effective in providing services to an individual who 
otherwise would have received no support from mental health services. As noted earlier, these 
issues are discussed in depth later in this chapter. 
Summarv and Discussion 
The six subjects involved in Experiment 2 all showed some evidence of treatment 
success as measured by amelioration of symptoms on the BSI, the DPRS, and the SCL-90-R. 
These changes occurred across a period of time during which the subjects were involved in 
weekly home-based therapy following the Action Counseling model. Given the assessment 
instruments used for this investigation, the definition of treatment success at posttest and 
follow-up would be for the subject's score profile on the SCL -90-R to not meet either definition of 
caseness. In these terms, treatment success was achieved for only one subject (MP2). Such a 
narrow definition of treatment success, however, cannot do justice to the complex issues 
involved in mental health care for multiproblem families. Four important issues mediated these 
seemingly unsuccessful results: (a) treatment duration, (b) introduction to services that are less 
threatening than traditional mental health care, (c) overwhelming reality problems, and (d) 
cross-cultural differences. 
Treatment duration. The treatment period for this research was set at 9 weeks based on 
research by Howard et al. (1986). These authors defined "effective exposure to treatment [as] 
the dosage at which 50% of patients show some response" (p. 163) and found six to eight 
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sessions to be the minimum required for effective exposure. In the current sample, all six 
subjects showed changes in SCL-90-R, BSI , and DPRS scores after nine sessions. Howard et 
al. (1986) also examined their sample according to clinical diagnoses and found that subjects 
diagnosed as borderline-psychotic met the effective exposure criterion at 13 to 26 sessions. The 
other two diagnostic groups--subjects diagnosed as depressed or anxious--met the criterion in 8 
to 13 sessions. Thus, more difficult problems required longer exposure to therapy to achieve 
successful outcomes. Review of the literature on multiproblem families supports the idea that 
mental health treatment with these families addresses numerous difficult problem areas (Aponte, 
1994; Carlson, 1992; Kaplan , 1986). No data were available in terms of diagnostic groups, but 
the term multiproblem itself suggests a level of complexity not typically found in individual 
therapy. 
The two subjects in the current study who received more than one additional treatment 
session (AA1 and AA3) showed 12 and 10 significant problem areas, respectively, on the 
SCL-90-R at pretest. Additional treatment may have had a significant impact for one of these 
subjects (Subject AA 1 who showed treatment success on six SCL-90-R subscales at follow-up 
after four additional treatment sessions as compared to zero scales at posttest) and little or no 
impact for the other (Subject AA3 who showed no change in treatment success from posttest to 
follow-up after seven additional sessions). However, Subject AA3 showed a continued 
downward trend in scores on the BSI at termination. Two of the remaining four subjects (MP2 
and AA2) showed five and four significant problem areas, respectively, at pretest and positive 
treatment success. The remaining two subjects (MP1 and MP3) showed 12 and 10 significant 
problem areas and refused additional treatment, so the impact of treatment duration could not be 
assessed further. 
Introduction to services. In the judgment of the Family Consultants, the CFP Mental 
Health Coordinator, and the CFP Mental Health Specialists, five of the six subjects involved in 
Experiment 2 were very unlikely to seek mental health services from a traditional service provider 
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at the time that their distress was identified by the CFP. For these individuals, home-based 
services provided by the CFP were essential. During the course of the treatment period, several 
of these individuals made steps toward seeking more traditional care for themselves or for other 
family members. It is reasonable to believe that these steps were related to positive interactions 
with the therapists involved in Experiment 2. As suggested in the review of the literature, the 
therapists' show of concern and support in coming to the home (Aponte et al. , 1991 ; Behrens, 
1967; Fisch, 1964; Friedman et al. , 1960; Levine, 1964a, 1964b; Schacht et al. , 1989; Soreff, 
1983; Woods, 1988) may have increased the clients' sense of security ( deGraffenried, 1983; 
Fisch, 1964; Friedman, 1965; Friedman et al. , 1960; Schacht et al. , 1989) and allowed those 
subjects to move toward greater trust in traditional mental health services. In this regard, 
home-based therapy was very successful. 
Reality issues. For three subjects (MP2, MP3, and AA3), the course of therapy during 
Experiment 1 was affected by noticeable external stressors. These stressors ranged from 
unexpected termination of a housing lease to inability to sleep as a result of caring for a 
chronically ill child. In the face of these stressors, therapeutic support was perhaps necessary, 
but not sufficient, for alleviation of psychological distress. In working with multiproblem families, 
the impact of external stressors must always be factored into evaluations of efficacy. 
Low-income families truly face more stressors than families with greater economic resources 
(Karon & VandenBos, 1977) and those stressors contribute to psychological distress. Sherman's 
(1983) Action Counseling addresses the stressors experienced by clients through a 
problem-solving model. Perhaps, in the face of the number of stressors faced by low-income 
families, therapeutic support must also include training on how to cope effectively with crises and 
problems (for example, relaxation exercises). 
Cross-cultural issues. Cultural differences between the therapist and client can have a 
significant impact on the effectiveness of therapy. Schacht et al. (1989) identified several factors 
that may have played a role in the relative ineffectiveness of home-based therapy with Subject 
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AA 1 who was American Indian. First, Therapist AA was Caucasian. To alleviate the impact of 
the cultural difference, Therapist AA sought consultation from an American Indian therapist 
during the treatment period and encouraged Subject AA 1 to propose culturally congruent 
solutions for her concerns. Second, Schacht et al. (1989) stated that brief intervention models 
have been found to be less effective in the treatment of American Indians. At the same time, the 
problem-solving, directive nature of the Action Counseling model was advocated by Schacht et 
al. (1989) in designing interventions for American Indian clients. As noted earlier, moderate 
therapy success was attained with Subject AA 1 when additional treatment sessions were 
completed. Cross-cultural differences may also have been a factor with Subject AA2, although 
she professed a less traditional ethnic orientation. Working with these two individuals certainly 
highlighted the importance of cultural awareness with all clients. 
Discussion of Videotaped Session Content 
Research Question 3 asked for delineation of the events occurring during treatment 
sessions that contributed to therapeutic success. With the sample size utilized in the current 
study, this analysis can be considered preliminary at best and the lack of unequivocal treatment 
success data calls for cautious speculation. Equally, concerns about the accuracy of Therapist 
AA's description of therapy events were important. Examination of these results was also 
hampered by methodological limitations (discussed later) that impacted evaluation of the 
accuracy of the therapists' reports. 
Accuracy of Therapist Report 
If the report of the expert observer is held as a criterion for accuracy, the results suggest 
that the nonexpert observer was able to accurately report events on the ACCL, but had difficulty 
in accurate reporting using the HTEC. These results must be considered in evaluating the 
therapists' reports. lnterobserver agreement between the nonexpert observer and Therapist MP 
was greater than 70% for all three of Therapist MP's subjects. Therefore, it is reasonable to 
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believe that Therapist MP demonstrated acceptable accuracy in reporting events on the HTEC 
and ACCL. However, interobserver agreement between the nonexpert observer and Therapist 
AA did not reach 70% for Subject AA2 or Subject AA3 (no comparison available for Subject AA 1 ). 
Therapist AA's accuracy in reporting events on the HTEC and ACCL is, therefore, suspect and 
may limit the internal validity of the study's finding as discussed in the limitations section of this 
chapter. 
Content of Therapy Sessions 
Of the 16 items on the HTEC, which was created to reflect the literature describing 
critical elements of home-based therapy, 10 and 8 items occurred in four or more therapy 
sessions with Therapists MP and AA, respectively. These items involved an active therapist with 
a goal-oriented counseling strategy (deGraffenried, 1983; Fraser & Haapala, 1987 -88; Hansen, 
1968; Levine, 1964a, 1964b; Mitchell et al. , 1988; Rabin et al. , 1982; Schacht et al. , 1989; Slater 
& Harris, 1978; Tavantzis et al. , 1985), awareness of cultural and social aspects related to the 
comfort of the client (Rabin et al. , 1982; Schacht et al. , 1989; Schlachter, 1975), and the 
dynamics of providing therapy in a nontraditional environment (AuCiaire & Schwartz, 1986; 
Schacht et al. , 1989; Schlachter, 1975). 
Of the 25 items on the ACCL, 20 and 10 items occurred in four or more therapy sessions 
with Therapists MP and AA, respectively. Therapist MP regularly completed more steps of 
Sherman's (1983) Action Counseling method than Therapist AA. These results may refiect the 
concerns regarding the accuracy of Therapist AA's report, or may involve reasons discussed 
later in this section in reference to Subject AA 1. 
Therapy Success Versus Therapy Content 
In comparing the most successful subject (MP2) with the least successful subject (AA1 ), 
four differences in therapy content emerged on each of the rating instruments. On the HTEC, 
therapy with Subject MP2 involved more goal setting and planning, more didactic teaching by the 
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therapist, more directiveness by the subject, and more self-disclosure by the therapist as 
compared to therapy with Subject AA 1. These results were consistent with those of 
deGraffenried (1983), Fraser and Haapala (1987-88), Hansen (1968), Mitchell et al. (1988) , 
Rabin et al. (1982), Schacht et al. (1989) , Slater and Harris (1978) , and Tavantzis et al. (1985) in 
their delineations of goal setting and teaching by the therapist as critical dimensions of 
home-based treatment. Goal setting and planning certainly find support in Sherman's (1983) 
proposal for Action Counseling with multiproblem families. Equally, the anecdotal reports on 
home-based therapy cited directiveness by the client (Schacht et al., 1989; Woods, 1988) and 
self-disclosure by the therapist (Rabin et al. , 1982; Schacht et al. , 1989) as important factors in 
therapy success. 
On the ACCL, therapy with Subject MP2 consistently included steps five through eight of 
the ACCL while therapy with Subject AA 1 did not. Subject MP2 was, therefore, able to develop 
actions plans to address goals, practice necessary steps in the action plans, and report on 
progress outside of the therapy session. Therapy with Subject AA1 remained focused on 
identifying goals and beginning steps in developing action plans to address those goals. These 
differences in treatment content may be attributable to several factors. First, as discussed 
earlier, Subject AA 1 and Therapist AA did not share the same ethnic or cultural background. 
Second, Subject AA1 was in the cohort of subjects who were termed "short-term" CFP 
participants. This may have affected Subject AA 1 's participation in treatment in that she was not 
as familiar with goal setting and developing action plans as were the "long-term" CFP 
participants. The long-term CFP participants had more experience with goal setting through their 
participation in the development of their FBSP's. Therapy with Subject AA 1, therefore, may have 
focused on the first four steps of the Action Counseling model repeatedly as part of Subject 
AA 1 's normal learning process. Finally, Therapist AA may have had difficulty in following the 
Action Counseling model with her clients. This possibility is difficult to evaluate given the 
concerns about the accuracy of Therapist AA's reporting of events on the HTEC and ACCL. 
Additional interobserver agreement data would be necessary to fully examine this possibility. 
155 
In summary, the data related to the content of the home-based therapy sessions offered 
several possible conclusions. First, in home-based therapy, activity by the therapist within a 
goal-oriented counseling strategy was important. Second, cultural and social aspects related to 
the comfort of the client were significant elements of this home-based therapy experience. Third, 
the dynamics of providing therapy in a nontraditional environment presented unique challenges 
for the therapist. Finally, completion of all steps of the Action Counseling model facilitated 
reduction of psychological distress in Subject MP2 to the point where mental health treatment 
was no longer needed or recommended. 
Limitations 
Limitations are discussed here in terms of threats to internal validity according to the list 
presented by Campbell and Stanley (1963) and in terms of threats to external validity. Cooke 
and Campbell (1979) discussed Campbell and Stanley's (1963) eight potential threats to internal 
validity. This discussion aided in evaluation of the threats to internal validity as presented in this 
section. 
Experiment 1 
Threats to Internal Validity 
Instrumentation may be a concern in assessing the internal validity of Experiment 1. 
This threat to internal validity involves effects that are due to changes in the measuring 
instrument rather than effects that are due to the treatment (Cooke & Campbell, 1979). The 
SCL-90-R was administered by several members of the CFP staff and in different locations 
(some at home, some at CFP office). These changes in test administrator and test location may 
have infiuenced scores. 
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Selection is also an important factor in assessing the internal validity of Experiment 1. 
This threat to internal validity focuses on effects that are due to special characteristics of the 
sample that make members of the sample different from the population (Cooke & Campbell , 
1979). Members of the Experiment 1 sample were allowed to decline completion of the 
SCL-90-R and/or to decline participation in the study without penalty. In fact, many of the 
individuals who chose not to complete the SCL-90-R were known to the author to be individuals 
who displayed symptoms of mental illness and resisted intervention by CFP staff. It is 
reasonable to believe, therefore, that the results of Experiment 1 would have shown more 
symptomology as compared to the normative cohorts if these individuals had been included. 
However, as appropriate clinical and research ethics of the American Psychological Association 
(1992) allow individuals to choose whether to participate in treatment or research , in this study 
some potential subjects chose not to participate. 
History, Maturation, Testing, Statistical Regression, Subject Attrition/Mortality, and 
Interactions with Selection were not factors limiting internal validity in Experiment 1. 
Threats to External Validity 
The SCL -90-R is an assessment instrument that was developed to examine a wide range 
of psychological and physical symptoms that may be related to mental illness. This instrument 
shows good reliability as discussed earlier and has demonstrated good content and concurrent 
validity (Derogatis, 1983). However, the SCL-90-R is limited in its content areas. As discussed 
earlier, there are no questions related to alcohol/substance abuse/dependence. The SCL-90-R 
has been described as an indicator of "internalizing" (K. Merrell , personal communication, 
February 7, 1997) symptoms of psychological distress. These limitations to the symptomology 
assessed by the SCL-90-R restrict generalization of these results to the specific symptom areas 
described by each subscale. 
A second threat to external validity in Experiment 1 was related to the interpretation of 
results. In computing effect sizes for the female, male, and adult CFP samples compared to the 
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nonpatient, outpatient psychiatric, and inpatient psychiatric normative cohorts, decisions about 
the definitions of practical significance were based on a reasoned evaluation of the available 
data. The meaning of the ES is dependent on several characteristics of the data including the 
shape of the score distribution, the measurement characteristics of the instrument, the absolute 
difference of the group means, and others (Borg & Gall, 1989). Therefore, it is incumbent on the 
researcher to evaluate these factors and determine a definition for significance of the ES 
(Shaver, 1985). In the current study, significant .E.S_ was based on the caseness criteria of the 
instrument and on the score distributions of the different normative cohorts. There are certainly 
other reasonable ways of thinking about potential definitions of significance for these data that 
would cause changes in the calculation of the effect sizes and could make a difference in the 
results. 
Experiment 2 
Threats to Internal Validity 
History was an important factor in evaluating the internal validity of Experiment 2. This 
threat to internal validity involves any events that occur differentially for subjects involved in the 
experiment (Cooke & Campbell, 1979). Although each of the individuals involved in Experiment 
2 had a family income below the federal poverty guidelines and fit the general description of 
multiproblem families, each subject and her family experienced unique stressors. For example, 
during the course of treatment, one subject underwent outpatient surgery for a physical health 
problem, one subject experienced the daily stress of a chronically ill child, one subject and her 
family were evicted from their home, and one subject vacationed in a foreign country. Obviously, 
huge differences existed in the daily experiences of these six subjects and these experiences 
could easily have contributed to changes in mental health. 
It can be said that maturation ("the respondent's growing older, wiser, stronger, more 
experienced" [Cook & Campbell, 1979, p. 52]) was a goal of Experiment 2. Thus, while 
maturation is often viewed as a threat to internal validity, in Experiment 2 this threat was 
welcomed. 
158 
Testing was a potential concern in assessing the internal validity of Experiment 2. This 
threat to internal validity involves effects that may be related to the number of times the same 
assessment instrument is presented to subjects (Cook & Campbell , 1979). Each subject in 
Experiment 2 completed the SCL-90-R three or four times and the BSI between 8 and 14 times. 
However, Derogatis (1993c) reported that practice effects were not significant with these 
instruments and specifically recommended their use for repeated measures research. 
Instrumentation was a strong concern in Experiment 2. This threat to internal validity 
involves any changes in the assessment instrument that may influence treatment effects (Cook & 
Campbell, 1979). Instrumentation was a concern for all of the instruments completed by the 
Family Consultants and the therapists involved in Experiment 2. Additionally, instrumentation 
was a concern in relation to the HTEC and ACCL as discussed below. 
An important issue throughout Experiment 2 and the writing of this dissertation was the 
involvement of the principal investigator in all aspects of the research. The principal investigator 
was Therapist AA. She also completed all scoring of the assessment instruments, coordinated 
all activities of the research, and wrestled with interpretation of the results. This involvement and 
ongoing intimate knowledge of the research fall most easily within the instrumentation domain of 
internal validity. It is easy to see how the experimenter' bias may have influenced many aspects 
of this work. 
The Family Consultants and the therapists were aware throughout the study period that 
the individuals for whom they were providing assessment data were involved in mental health 
treatment and in a study of mental health treatment. As a result of this knowledge, these 
assessors may have been sensitized to mental health concerns or psychological symptoms 
expressed by the subjects of Experiment 2. At the same time, the Family Consultants and the 
therapists showed little agreement in their assessments of psychological symptoms when 
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comparisons were made of responses to the DPRS. This may be attributable to training and 
experience issues, to different days and times that subjects were assessed, to different behavior 
exhibited by subjects for the Family Consultants versus the therapists, or to other factors. 
Ratings of Effort and Progress on Other Family Goals (E&P) were collected for the first 3 
weeks of this study. However, the time period of the study coincided with the quarterly needs 
assessment and formulation of new FBSPs. As a result, changes in family goals made it 
extremely difficult to track a consistent set of goals for the duration of the study. Evaluation of 
the E&P ratings was therefore dropped from the study. The time period of the study also 
coincided with changes in the Family Consultants for three of the six subjects (Subjects MP1 , 
MP2, and AA3). This change influenced completion of the DPRS by the Family Consultant. 
Additionally, these ratings are affected by difficulties in getting completed forms from the Family 
Consultants in a timely manner. This was typically due to the frenetic pace and demands of their 
position in the CFP. As a result , the DPRS ratings submitted by the Family Consultants must be 
viewed with some caution. 
Use of videotape review of sessions for assessment of the accuracy of the therapists' 
report and validity of the HTEC and ACCL was hampered by technical difficulties in the taping 
process. Videotapes for Subject AA 1 were not audible for any of the taped treatment sessions 
due to a combination of quiet speech on the part of the subject and an air conditioner running in 
the apartment. Several other tapes were similarly affected. As was expected with home-based 
treatment, the conveniences of office-based treatment for the therapist are often not present. 
Assessment of the accuracy of the therapists' report was also difficult due to repeated 
problems with recruitment and training of the nonexpert observer. The training process resulted 
in agreement of 75% between the observer and the author. Due to time constraints, it was not 
possible to reach a higher percentage of agreement. This made it difficult to determine the 
source of error in the percentages of agreement between the nonexpert observer and the 
therapists. 
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Statistical regression was definitely a concern in evaluating the internal validity of this 
study. This threat to internal validity arises as a result of extreme assessment scores that are 
used to choose or classify subjects and assessment measures with low reliability (Cook & 
Campbell, 1979). The subjects in Experiment 2 were chosen based on the severity of their score 
profiles on the SCL-90-R. SCL-90-R scores for these subjects would be expected to improve at 
the posttest and follow-up testing regardless of the intervention. It is reasonable to believe that 
the BSI scores were similarly affected. 
Selection may be an issue in evaluating the internal validity of Experiment 2. This threat 
to internal validity was defined earlier. The subjects of Experiment 2 were allowed to decline 
participation in this study without penalty. One of seven potential subjects declined. Since only 
one subject was affected, this did not likely result in a strong selection effect, but warrants some 
concern regarding internal validity. 
Attrition was an issue that was closely monitored throughout Experiment 2. This threat 
to internal validity involves termination from the study prior to the scheduled completion (Cook & 
Campbell , 1979). Since attrition was monitored and addressed throughout Experiment 2, only 
one subject did not complete all nine treatment sessions. This subject completed eight sessions 
and her results were, therefore, included in the final analysis. 
Interactions with Selection did not likely have a significant effect on the internal validity 
of Experiment 2. 
Threats to External Validity 
As discussed earlier, treatment duration, reality issues, and cross-cultural issues were 
relevant concerns in the success of treatment for the six subjects of Experiment 2. Additional 
research in this area must address these issues in the future. 
The subjects of Experiment 2 were limited to females to reduce sources of variability in 
the analysis of results. An important addition to this study would be inclusion of male and female 
subjects with male and female therapists. In the present study, this limitation served to enhance 
161 
internal validity, while introducing client and therapist gender in future work will increase external 
validity. 
The proposal for this research called for a single-subject multiple baseline across 
subjects design (Hersen & Barlow, 1976) with replication. This design was not successfully 
implemented. Several factors influenced this change in design including concerns about attrition 
and time constraints imposed by the environment. Attrition was a concern throughout the 
baseline and treatment periods. Cancellations and no-shows were followed up immediately by 
the therapists and both therapists often communicated with subjects between sessions by 
telephone or through the Family Consultant to confirm session times and attendance. Two 
baseline periods (Subject MP1 and AA3) were shortened in attempts to avoid attrition and one 
treatment period (Subject MP3) lasted only eight sessions due to early termination by the 
subject. This study was also constrained by the availability of Therapist MP who left employment 
with the CFP 5 months after the study began. With cancellations and no-shows, Therapist MP 
completed her role in the study 2 days before her last day of employment. It is likely that Subject 
MP3 would have completed nine treatment sessions if Therapist MP had been available for a 
longer period. 
Although the design of Experiment 2 was not implemented as originally planned, 
examination of the results in terms of an A-B single-subject design with multiple target measures 
and replication (Hersen & Barlow, 1976) is defensible. The A-B design presents difficulties with 
internal validity (Borg & Gall, 1979) as discussed earlier but, in this case, offered initial data for 
further exploration of empirical approaches to the question of efficacy in home-based treatment. 
More rigorous designs and replication can address this issue in the future. 
Scoring of the SCL-90-R also produced concerns that may have influenced the external 
validity of Experiment 2. The SCL-90-R protocols in Experiment 1 were scored using scantron 
data sheets and a computer program. Errors in scoring were discovered by chance several 
months after the initial scoring procedure. Careful examination of these errors showed that they 
162 
were most likely attributable to malfunction of the scanning device. The protocols were then 
rescored using the computer program and data entered by hand and every fifth protocol was 
hand-scored to ensure accuracy. No errors were found during this checking procedure. These 
scoring errors did not influence the results of Experiment 1; however, eligibility for Experiment 2 
was based on the first set of scores obtained. As a result , one individual (Subject AA2) selected 
for participation in Experiment 2 did not meet the eligibility criteria as discussed earlier. 
However, the scores shown by Subject AA2 during the baseline period were similar to the other 
subjects in Experiment 2 and her results were retained for discussion. 
Caution is also recommended in examination of the DPRS data. As noted earlier, there 
were major differences in the Family Consultants' analyses of each subject as compared to the 
therapists' analyses. Additionally, statistical examination of the DPRS data was approached with 
great caution. Three primary difficulties existed in this examination. First, there were very few 
data points available for each subject (four to six data points each). Second, the possible 
variance of these data was limited (possible responses ranged from Q to§). Third, because 
limited interpretative information is available for the DPRS, use of the time-series C. statistic was 
extended from Tryon's (1982) work. Tryon (1982) did not apply the C. statistic to sample sizes 
less than eight. As a result of these difficulties, the DPRS data are most likely of primary use for 
enumerating changes that need to be incorporated in future work. 
Finally, the therapists involved in Experiment 2 were in training and receiving 
supervision throughout the treatment period. Neither had prior experience with Action 
Counseling. This level of experience was likely an important factor in strict implementation of the 
Action Counseling method and in overall therapeutic effectiveness. 
Summary and Conclusions 
The current study consisted of two experiments to examine the impact of home-based 
therapy on mental illness in multiproblem families. In Experiment 1, the researcher focused on 
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delineating the type and severity of psychological distress in families characterized as 
multiproblem. In this sample, serious psychological symptoms were evident with depression in 
women and men as a primary symptom. In Experiment 2, the researcher implemented a 
home-based therapy program based on Sherman's (1983) Action Counseling model and 
evaluated its effectiveness in terms of reduction of psychological distress. Additionally, for 
Experiment 2 the researcher examined elements of the therapy that contributed to effectiveness. 
For the six subjects involved in Experiment 2, therapy was very successful for one subject, 
moderately successful for four subjects, and not successful for one subject. Mastery of the 10 
Action Counseling steps appeared to contribute to therapy success. 
Recommendations for the Future 
The research of the past 1 0 years has pointed to home-based intervention as a bold and 
successful strategy in working with families (Gomby et al. , 1993). The current study is a 
valuable, albeit small , contribution to the empirical evaluation of home-based intervention. As 
discussed earlier, additional work in the delineation of the extent and nature of mental health 
issues in low-income, multiproblem families is needed. Future work involving intervention with 
these families must include continued replications of the Action Counseling model within a 
home-based therapy program. The first step in this replication is to address the methodological 
limitations of the current study with particular emphasis on training the therapists in 
implementation of the Action Counseling model. Additionally, limiting the current work to nine 
treatment sessions did not address the needs of five of the six subjects involved in Experiment 2. 
As a result, longer-tenn therapy for multiproblem families is likely indicated. Future work may 
show stronger results with a mastery criterion rather than a criterion related to a limited number 
of sessions. With mastery criteria defining success, therapy would continue until specific 
behaviors were evident or until assessment scores reach a predefined point. Finally, a multiple 
baseline design across subjects is highly problematic in a naturalistic study of therapy. 
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Utilization of a simple single-subject design with replication or a matched pairs design is far more 
realistic. These modifications of the current work will continue a valuable empirical contribution 
to the study of home-based therapy and its benefits. 
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Forms for Consent and Agreement for 
Participation in a Research Project 
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Purpose: 
Consent and Agreement for Participation in a Research Project 
Prevalence of Mental Health Concerns in a Low Income Group 
The purpose of this project is to determine the types and prevalence of mental health 
ccncerns in a low inccme group using the Symptom Checklist 90-Revised. 
Procedures: 
The following activity is required of individuals who participate in the research project: 
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1. Complete the SCL -90-R as accurately as possible as part of annual assessment by 
the CFP. 
2. Allow your SCL-90-R sccres to be grouped with sccres of other CFP adult family 
members and examined for critically high scores and patterns of scores. 
Protection of Participants: 
All information ccllected will be treated as ccnfidential. No information will be 
communicated to other individuals or agencies unless authorized by your signature requesting 
such transfer. However, confidentiality cannot and will not be maintained under the following 
circumstances: 
1. Suspected or actual abuse or neglect of child family members. 
2. A clear emergency exists that may present danger to the participant, other 
individuals, or the researchers. 
3. Court subpoena of reccrds related to this study. 
If your sccres suggest that mental health treatment might be helpful to you, CFP staff will 
assist you in accessing the mental health treatment provider of your choice. 
Statement of Consent and Agreement: 
The purposes and procedures of this study have been explained to me so that I 
understand them. I understand that my participation in this study is voluntary and that I may 
decline to enter the study or withdraw from it at any time. If I choose to decline participation or 
withdraw from participation in the study, this will not effect my standing in the CFP in any way 
and will not result in disccntinuation of therapy provided by the CFP. 
If I have any further questions regarding this study at any time, I can contact Ann Athorp 
or Sebastian Striefel at 797-2008. I authorize the investigator to keep, publish, use, or dispose 
of the information ccllected in this study so long as ccnfidentiality is maintained. 
THIS STUDY HAS BEEN FULLY EXPLAINED TO ME AND I HAVE READ AND UNDERSTOOD 
THIS AGREEMENT. I VOLUNTARILY CONSENT AND AGREE TO PARTICIPATE IN THIS 
STUDY. 
Participant's Name Witness' Signature 
Participant's Signature Date 
Purpose: 
Consent and Agreement for Participation in a Research Project 
Home-based Mental Health Treatment by the CFP 
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The purpose of this project is to explore the effectiveness of home-based therapy for the 
treatment of mental health concerns. 
Procedures: 
The length of your involvement in this project is expected to be about four months. The 
following activities are required of individuals who participate in the research project: 
1. Participate in home-based mental health counseling and assessment weekly with a 
therapist from the CFP. Three to five initial assessment sessions, nine therapy 
sessions, and one closing assessment session will be required. 
2. Allow video- and audio-taping of the third, sixth, and ninth sessions with the 
therapist. These tapes will be reviewed by a psychology student trained as an 
observer. 
Potential Benefits: 
Potential benefits for active participation in this study include the possibility of improved 
mental health, improved relationships with your family members, and increased ability to meet 
the demands of your daily living situation. 
Potential Risks: 
As with any study, there may be some inconvenience and risk involved. You should be 
aware of the following potential risks and inconveniences associated with participation in this 
study: 
1. Mental distress (i.e. , depression, anxiety, etc.) may increase during the process of 
working through painful issues. 
2. Confidentiality cannot be maintained in all situations (see Protection of Participants 
below). 
3. Weekly participation in counseling sessions with no or few missed sessions is very 
important to the success of this project and will require a considerable amount of 
your time. 
Protection of Participants: 
All information collected will be treated as confidential. No information will be 
communicated to other individuals or agencies unless authorized by your signature requesting 
such transfer. However, confidentiality cannot and will not be maintained under the following 
circumstances: 
1. Suspected or actual abuse or neglect of child family members. 
2. A clear emergency exists that may present danger to the participant, other 
individuals, or the researchers. 
3. Court subpoena of records related to this study. 
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Statement of Consent and Agreement: 
The purposes, procedures, benefits, and risks have been explained to me so that I 
understand them. I understand that my participation in this study is voluntary and that I may 
decline to enter the study or withdraw from it at any time. If I choose to decline participation or 
withdraw from participation in the study, this will not effect my standing in the CFP in any way 
and will not result in discontinuation of therapy provided by the CFP. 
If I have any further questions regarding this study at any time, I can contact Ann Athorp 
or Sebastian Striefel at 797-2008. I authorize the investigator to keep, publish, use, or dispose 
of the information collected in this study so long as confidentiality is maintained. 
THIS STUDY HAS BEEN FULLY EXPLAINED TO ME AND I HAVE READ AND UNDERSTOOD 








Selection of Items for Home-Based 
Therapy Events Checklist 
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1. The client and therapist set goals and activities to meet those goals. 
- deGralfenreid (1983) 
- Mitchell et a/. (1988) 
-- Tavantzis eta/. (1985) 
2. The client practiced new behavior with coaching from the therapist. 
- deGralfenreid (1983) -- Tavantzis eta/. (1985) 
--Mitchell eta/. (1988) -- Vass eta/. (1984) 
-- Slater & Harris (1978) 
3. The client reported that she/he was comfortable or pleased with the therapist and/or the 
home-based therapy experience. 
- Schacht et a/. ( 1989) 
4. The therapist engaged in didactic teaching. 
- deGralfenreid (1983) - Rabin eta/. (1982) 
-- Fraser & Haapala (1987 -88) -Slater & Harris (1978) 
-Hansen (1968) 
5. The session was interrupted by an event such as the phone ringing, the doorbell, 
individuals not involved in therapy entering the room, the TV being turned on, etc. 
- AuCiaire & Schwartz ( 1986) 
-- Schacht et a/. (1989) 
-Schlachter (1975) 
6. The client became involved in a crisis or conflict during the therapy session with another 
family member (not as a planned part of the therapy session). 
-Friedman (1962) - Speck (1964) 
- Haapala & Kinney (1988) - Vass eta/. (1984) 
- Levine (1964a, 1964b) -Woods (1988) 
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7. The therapist and family member(s) engaged in casual conversation prior to or following the 
therapy session. 
- Schacht eta/. (1989) 
8. The therapist intervened when the client became involved in a crisis or conflict during the 
therapy session with another family member (not as a planned part of the therapy session). 
-Hansen (1968) - Tavantzis eta/. (1985) 
--Rabin eta/. (1982) - Vass eta/. (1984) 
-- Schacht eta/. (1989) 
9. The therapist commented on changes in the living environment such as increased 
cleanliness, furniture moved, etc. 
-Woods (1988) 
10. The therapist modeled a new skill for the client. 
- deGralfenreid (1983) -Slater & Harris (1978) 
-Levine (1964a, 1964b) 
-Rabin eta/. (1982) 
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11 . The client appeared to be comfortable in the therapy session as evidenced by lounging in 
his/her chair, taking her/his shoes off, wearing pajamas to the session, etc. 
--Schacht et al. (1989) 
-- Schlachter (1975) 
12. The therapist and client engaged in role playing activities. 
-Slater & Harris (1978) 
13. The client directed the therapist to a particular seat or chose her/his seat first. 
--Schacht et al. (1989) 
-Woods (1988) 
14. The therapist assisted the client in receiving services from other community agencies or 
extended family. 
- Fraser & Haapala (1987 -88) - Schacht et al. (1989) 
-Mitchell et al. (1988) 
-Rabin et al. (1982) 
15. The therapist offered emotional support to the client by providing encouragement and/or 
praise. 
16. The therapist talked about his/her own personal experience with the client. 
--Rabin et al. (1982) 
- Schacht et al. (1989) 
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Home improvement assistance 
Financial assistance provided to repair or improve living space. 
Child protective services 
Services provided by a child welfare services agency or the State Protective 
Services Department to children whose caregivers are not providing for their 
needs, usually called abuse or neglect. Protective services include social, 
medical , legal, temporary residential , and temporary custodial care for the 
children at issue. Also included under this code are the services provided in 
identifying children at risk, which includes telephone reports on mistreated 
children , other means of reporting primary caretakers for alleged 
mistreatment of children, and follow-up on these reports. 
Foster care 
A substitute family or living arrangement provided to children who are not 
able to live with their birth parents due to abuse, neglect, loss of parents, and 
other situations. 
Alcohol abuse counseling 
Individual or group therapy to help a person with a dependence on alcohol to 
stop drinking and maintain sobriety. Includes attendance at support groups 
like Alcoholics Anonymous (AA). This code is for the therapy of the person 
with the alcohol problem. Counseling of the family of a person with an 
alcohol abuse problem would be coded as 844 for family therapy. 
Drug abuse counseling 
Individual or group therapy to help a person with a dependence on a drug 
other than alcohol to stop taking drugs. Includes attendance at support 
groups involving other persons with drug problems. This code is for the 
therapy of the person with the drug problem. Counseling of the family of a 
person with a drug abuse problem would be coded as 844 for family therapy. 
Family Therapy 
A visit to a clinician by family member for therapy and counseling on a family 
problem. Typically, the family therapy deals with family dynamics and issues 
related to one family member's behavioral problems, emotional disturbance, 
situational adjustment, or dependency needs. Problems that might involve all 
family members in therapy are a family member with an alcohol abuse 
problem, a teenage child's adjustment problems, the care of grandparents, or 





A session with a licensed counselor attended by one or both marital/common 
law partners specifically for the purpose of discussing and resolving problems 
(other than those related to one partner's illness or disease) in the couple's 
relationship. Counseling to deal with the illness or disease of one's partner is 
not coded here, but coded under 844 as family therapy. 
Drug abuse inpatient care 
A stay for one or more nights in a general or substance abuse rehabilitation 
hospital by an individual for treatment of the individual's alcohol abuse. 
189 
Appendix D 
Value of Z Computed Using .C. Statistic for DPRS Data 
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Table 59 
Z Values Comguted with C Statistic for DPRS Subscales 
Subject MP1 Subject MP2 Subject MP3 
Family Family Family 
Subscale consultant Therapist consultant Therapist consultant Therapist 
Somatization .50 .24 -1 .17 '2.47 1.31 -1 .94 
Obsessive- -.71 1.21 0.00 -.94 01.65 0.00 
Compulsive 
Interpersonal 8 1.94 .34 1.40 -.75 0.00 -2.20 
Sensitivity 
Depression ' 1.94 1.42 -.44 1.08 -.29 -1 .62 
Anxiety .62 1.36 1.06 1.26 -.71 1.25 
Hostility 0.00 .53 -.35 1.63 -.98 -.22 
Phobic Anxiety .74 .42 0.00 1.48 0.00 .65 
Paranoid Ideation -.51 -.90 -.71 .85 0.00 .99 
Psychoticism -.59 1.48 .47 .12 -.71 0.00 
Sleep Disturbance 1.63 -.86 1.06 -.34 1.06 .77 
Psychomotor ' 1.73 ' 2.05 -1.30 -1.69 -.71 0.00 
Retardation 
Hysterical Behavior -.37 0.00 .47 -1.18 0.00 1.39 
Abjecticn-Disinterest -1 .20 1.48 -.71 -.85 1.06 .91 
Conceptual -.99 -.42 ' 1.96 -1 .02 0.00 -.46 
Dysfunction 
Disorientation 0.00 0.00 -.71 0.00 0.00 0.00 
Excitement 0.00 .43 01.65 .60 -.20 .93 
Euphoria 0.00 0.00 01.65 0.00 -.71 0.00 




Subject AA1 Subject AA2 Subject AA3 
Family Family Family 
Subscale consultant Therapist consultant Therapist consultant Therapist 
Somatization -.49 0.00 .42 0.00 1 06 0.00 
Obsessive- 0.00 -.42 0.00 -.60 -.71 -.42 
Compulsive 
Interpersonal .74 1.48 0.00 -.42 ' 1.82 -.98 
Sensitivity 
Depression .83 '2.08 0.00 .01 1.18 ' 2.54 
Anxiety -.59 .16 -1 .97 1.69 ' 1.65 0.00 
Hostility .53 0.00 .75 -.71 -.73 
Phobic Anxiety -.59 0.00 0.00 0.00 -.71 0.00 
Paranoid Ideation -1 .20 1.37 0.00 -.97 0.00 -.97 
Psychoticism -.74 0.00 0.00 0.00 0.00 0.00 
Sleep Disturbance -1 .05 0.00 0.00 0.00 1.06 1.21 
Psychomotor .61 .22 0.00 "2.29 1.06 ' 2.17 
Retardation 
Hysterical Behavior 0.00 1.48 0.00 ' 1.78 1.06 0.00 
Abjection-Disinterest .32 ' 2.00 0.00 -.54 .71 .01 
Conceptual .42 1.27 0.00 0.00 -.71 1.48 
Dysfunction 
Disorientation 0.00 0.00 0.00 0.00 0.00 0.00 
Excitement -.59 ' 1.94 1.56 -.21 ' 1.65 0.00 
Euphoria 0.00 -.85 .35 1.00 -.71 0.00 
Global Pathology -.26 .20 ' 2.23 -.71 .28 
Index 
Note. "-" - missing data such that;:: value could not be computed. 
'Significant;:: value on significant subscale (two or more ratings of ;1 or higher). 
'Significant ;:: value on nonsignificant subscale. 
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I hereby give my permission to Ann L. Athorp to reprint the following material in her 
dissertation. 
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~ McLoyd's (1990) model ofhow poverty affects tamilies. 
Reference Citation: 
McLoyd, V. C. (1990). The impact of economic hardship on Black tamilies and 
children: Psychological distress, parenting, and socioemotional development. Qlill1 
Development 61 311-346. 
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I hereby give my permission to Ann L. Athorp to reprint the following material in her 
dissertation. 
Therapy focused on strengthening [the mother's] role in the family. Following an 
explosive argument between the mother and son because of the boy's refusal to do 
household chores, [the fulr.lly's] primary the.rapist arra."lged for two paraprofessionals from 
the agency to coach the mother and the children in their interactions. In one intervention, 
one of the coaches, herself the mother of a teenage son, instructed [the mother] in her 
supervision of her son's room cleaning. When the boy defeated his mother's efforts, the 
coach offered her alternative ways of remaining in charge. The other coach supported the 
boy as he struggled with his reactions to his mother. This coach also helped keep the 
boy's sister out of the mother-son scrimmages. With help from the coaches, these tussles 
did not escalate out of control. The mother and son began negotiating their relationship. 
(p. 407) 
Reference citation: 
Aponte, H. J., Zarski, J. J., Bixenstine, C~ & Cibik, P. (1991). Home/community-
based services: A two-tier approach. Amerjcan Joyma! ofOrthopsycbjany 61 403-408. 
196 
I hereby give my permission to Ann L. Athorp to reprint the following 
material in her dissertation. 
Survey of Activities in Home- Based Treatment 
1. Prepara a wrinan contract which outlinas mathods to achieve measurable goals. 
2 . Provide didactic training to the parents in child managamant techniquas. 
3 . Create a system of rawards to oncouraga specific bahavior changas. 
• 4. Assist family membars in devising spacific conseQuences for negative behavior. 
5. Instruct family members in concrete methods to change behavior by demonstrating desired behavior . 
6. Parricipata with family members in tha rehearsal of behavior in order to practice skills. 
• 7. Encourage and suggest possible actions to family members. 
8 . Connect tha family with other helping resources in the community. 
• 9. Work with family members to develop a mutually trusting relationship between you and them. 
•10. Guide family and individual growth basad on existing family strengths. 
•1 1. Teach family members methods that will help them solve problems more effectively. 
•1 2 . Identify and point out individual and family strengths. 
•13. Construct concrete, measurable goals for family mambers. 
•14. Oavelop an assessment of the family 's problem basad on observation and interaction with the family 
system. 
•15. Give assignments to family members to reinforce techniques they are learning in therapy. 
• 1 6 . Encourage the establishment of the parents as authority figures in the family system. 
17. Engage in therapeutic work specifically with the marital dyed. 
•1a. Be aware of your own feelings during a session and express them to the client(s) . 
•19. Let the client know he or she is valued as a person. 
•20. Feel and express empathy for members of the family system. 
•21 . Structure the therapeutic session to get the family mombers to interact with one anothor in order to 
illustrate their dysfunctional patterns. 
•22. Attempt to change the structure within the family system. 
•23. Anempt to delineate boundaries within the family, 
• 2.4 . Explicitly suggest to the family members alternatives for behavior or for solving problems. 
•25. Taka a nonjudgmental stance to client's feelings, behavior, or expressions of opinion. 
•26. Express interest and prcvide faeC:ba.:k to :emily mambenJ which indicates that the fam:ly members ' 
messages are understood. 
•27. Reinforce (positively or negatively) a client's bahavictr, thoughts. or feelings. 
• 28. Provide family members with en interpretation of behavior or events that will give the family members 
en alternative way of viewing themsalves end their interactions. 
•29. Make statements that are aimed at increasing family members ' awareness of the nature of their 
behavior and their interactions with others. 
•JO. Encourage family members to express themselves more or to discuss certain issues in depth. 
•Jl. Encourage family members to express their emotions in relation to cartain issues. 
•J2. Elicit information from the family members to clarify the situation of the family and its members. 
33. Explicitly provide direction for family members ' behavior during a session. 
•34. Actively work with cliants to evaluate the positive and negative aspects of alternative approaches to 
problem solution. 
35. Address and work wit~ family members on familv~of-origin issuas. 
•3s. Stress the importance of family dynamics, relationships, and roles. 
(AuCieire & Schwartz, 1986, pp. 95~981 
Note. Items marked with • are those endorsed more than half the time . 
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Refel'&llce Citation: 
AuCiaire, P., & Schwartz, I. (1988). An evaluation ot!be olfectiyeness of home-basad 
services as an al!ematjye to placement for adolascen!s and !bejr families Mnneapor.s, MN: Hubert 
H. Humphrey lnslltute of Public Affairs. 
Nlllll. Instructed by !be Director of Development and External Relations of !be Hubert H. 
Humphrey lnslitllte of Public Affairs to contact au!bors for reprint permission. Requests sent to last 
known address of I. Schwartz returned marked, "Forwarding address unknown", and unable to 
locate address for P. AuCiaire. 
I hereby give my pennission to Ann L. Athorp to reprint the following 
material in her dissertation. 
Table 4 
Prooosed Dimensions of Treatment 
1. Interruptions and d.1srupt1ons occurrin( durin&: treatment sessions. 
2 . Tra1n1nt, teachlD(, or support tlven by the therapist. 
J. Provision of concrete assistance by the therapist. 
4 . Clin.ica~ asaessMnt by the therapiSt. 
s. !Dfluantlal 1Bteract1on with a .. ber of thlit clilint' s natural belpint network. 
6. Discussion of U.cidents that occurrvcl. betwoeo or durinf seseioDS. 
1. EVents reported. as s!aultaneously helpful and not helpfuL 
a . conflicts occurrint durillf treaUient sessions. 
(Fraser a Haapala. 1987-88, p . 10) 
Reference Citation: 
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Fraser, M., & Haapala, D. (1987-88). Hane-based family treatment: A 
quantitative-qualitative assessrrent. Journal of Applied Social Sciences, 
illll.. 1-23. 
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Proposed Dimensions ofTreatment 
I. Intatuptions and disruptions oc:cuning during tra!mcnt ocssions. 
2. Tnining. b:acbing. or support given by tbo tbonpi1t. 
3. PtovUion of concmz: Ulimncc by tbo tbonpilt. 
4. C1inical_,.,.t by tbo tbonpilt. 
5. Intlucntiol intmoction with a member oftbo clicnl's natutal helping netwodc. 
6. Dilcussion of incidents that oc:curml bctw«n or during sessions. 
7. EV1:rtts repor1alas simultaneously helpful and not helpful. 
8. Conflicts occurring during trealmcnt sessions. 
(Frucr & Haapala, 1987-88, p. 10) 
Reference Citation: 
Fraser, M ., & Haapala, D. (1987-88). Home-based family treatment: A quantitative-
qualitative assessment. Journal of AppHed Social Sciences 12 1-23. 
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Use of reinforcement 
Setting treatment goals 
Reframing 
Natural/logical consequences 
Clarify problem behaviors 
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Steps in Action Counseling 
1. Model and generate acceptance, validation and respect for the fiunily (individual) 
and each of its members. 
2. Structure the counseling session and organize the family (mdividual) for the task. 
3. Identify and clarify important goals, their meaning to the fiunily ( mdividual), each 
member, and others, and their probable consequences. 
4. Create an action plan to achieve the goals stated. 
5. Identify and overcome the obstacles that may arise. 
6. Practice any new behaviors involved in the execution of the plan. 
7. Obtain a firm commitment from each person to be responsible for his/her part 
and to help make the entire plan work. 
8. Follow-up and evaluate the results in order to make improvements and reinforce 
new, effective behavior. 
9. Provide constant feedback within the family so that they will always know where 
they stand. 
10. Choose the next goal, if necessary, and repeat the process. 
(Sherman, 1983) 
Reference Citation: 
Sherman, R (1983). Counseling the urban economically disadvantaged family: The 
action counseling method. American Joymal ofFamily Therapy I I 22-30. 
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